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Co-Pyr onil keeps most allergic patients 


symptom-free around the clock 
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a fast-acting antihistaminic 
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CLINICAL REMISSION 
ARTHRITIC 


In rheumatoid arthritis with diabetes mellitus. A 54-year-old diabetic 
with a four-year history of arthritis was started on Decapron, 0.75 mg./ 
day, to control severe symptoms. After a year of therapy with 0.5 to 
1.5 mg. daily doses of Decapron, she has had no side effects and dia- 
betes has not been exacerbated. She is in clinical remission.* 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON ailows for b.i.d. maintenance dosage in many patients with so-called ‘‘chronic’’ condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule, 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme. 


TREATS MORE PATIENTS MORE EFFECTIVELY 


&D MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa, 
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ITTER... the finest fo 


The Ritter Universal Table enables you to treat more 
patients more thoroughly, with less effort in less time. 
Here is the ultimate in examining table flexibility .. . 
easy to position...more comfortable for patients. 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out- 


of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his problems and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


the profession! 


The L-F BasalMeter of- 
fers fast, accurate BMR 
testing. No graph, chart 
or slide rule needed. 


Patient’s BM rate is 
read directly on meter. 4 
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WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


WINCHESTER SURGIICAL SUPPLY CO. WINCHESTER-RITCH SURGICAL CO. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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FREE: Wesson recipes, available in quantity for your patients, show how to 
prepare meats, seafoods, vegetables, salads and desserts with poly-unsaturated 

vegetable Request quantity needed from The Wesson People, 

de Dept. N, 210 Baronne St., New Orleans 12, La. 
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A paper by Laurance W. Kinsell, M.D., et al., 
excerpted from Diabetes—The Journal of the 
American Diabetes Association, May-June 1959 


©¢ Linoleic acid as the major ‘hypocholesterolemic 
agent’ in vegetable fats. The question has been 
raised as to the mechanism of lowering of the 
plasma lipids by a variety of vegetable fats. 
Among the entities present in or absent from 
vegetable fat which have been considered are: 
(a) the absence of cholesterol; (b) the presence 
of certain vegetable sterols; (c) the presence of 
certain vegetable phospholipids; (d) the nature 
of one or more of the fatty acids present; (e) 
the presence of trace materials. 


the diet 


The absence of cholesterol has been excluded as 
a major factor5e Phospholipids, if they contain 
a sufficient quantity of unsaturated fatty acids 
may produce a striking reduction. In our experi- 
ence thus far saturated phospholipids fail to pro- 
duce such an effect.7 

Beveridge and his associates believe that veg- 
etable sterols, particularly beta-sitosterol, are re- 
sponsible to a significant degree for the cholesterol- 
lowering effect’ In our experience the vegetable 
sterols have a relatively weak and unpredictable 
effect of this sort. 

Since the fatty acids of animal fats are pre- 
dominantly saturated, and the fatty acids of most 
vegetable fats are predominantly polyunsaturated, 
with linoleic acid as the major component of the 
vegetable fats which lower cholesterol and other 
lipids, the question arises whether linoleic acid 
per se is capable of lowering plasma lipids. As 
reported previously’ this is indeed the case. In a 
recent study in a young male with peripheral 
atherosclerosis in association with elevation of 

lasma cholesterol and of total lipids, ethyl lino- 
eate produced a greater fall in the plasma lipid 
levels than had moderate amounts of natural 
sources of unsaturated fat. Linoleic acid, there- 
fore, appears to be the most important single 
lipid-lowering component of vegetable fat. 
* & 

Significantly higher levels of cholesterol were 
observed during oleate administration than dur- 
ing administration of equal amounts of linoleate. 


Dietary Linoleic Acid and Linoleate—Effects in Diabetic and 
Nondiabetic Subjects with and without Vascular Disease 


The relatively low cholesterol values during the 
second oleate period may have been related to 
linoleate stored in fat depots. The fatty acid com- 
position of the cholesterol esters reflected the 
fat which was fed, i.e., the mono-enoict acid 
content averaged more than 40 per cent during 
oleate feeding and less than 20 per cent during 
linoleate ingestion. Essentially, a mirror image 
of this resulted during linoleate feeding, at which 
time di-enoic acid predominated. 
& * * 


The data presented in this paper appear to estab- 
lish that linoleic acid administered either as puri- 
fied ethyl ester or as naturally occurring fat, in 
sufficient quantity, in properly constructed diets, 
will reduce plasma lipids to normal levels. The 
amount of linoleic acid required appears to bear 
a direct relationship to the amount of saturated 
fat included in the diet. Linoleic acid require- 
ment may also bear a significant relationship to 
the amount of atherosclerosis present. 

The transition from evaluation of the effect of 
dietary entities upon plasma lipids, to the evalua- 
tion of the effect of such materials upon vascular 
disease is difficult. However, such evaluation is 
not impossible. The requisites are adequate meas- 
uring sticks and well-controlled studies of suffi- 
cient duration. The duration of observation of 
effects of unsaturated fat in diabetic and non- 
diabetic patients with vascular disease is in no 
instance more than five years, and in the majority 
of instances, less than three. Our present impres- 
sion is that improvement has occurred in some 
patients with atherosclerosis and with diabetic 
retinal and renal disease which was more than 
we would have anticipated in terms of the natural 
course of the disease. However, since it is well 
known that major fluctuations in these diseases 
can occur in individuals receiving no treatment, 
we believe it is appropriate at this time to say 
that no untoward effects appear to result when 
one prescribes diets containing large amounts of 
unsaturated fat for patients with such diseases, 
and it is not impossible that beneficial effects may 
be associated with such diets. °? 

* * 


5a Kinsell, L.W., Partridge, J. W., Boling, L., Margen, S., 

and Michaels, G.D.: Dietary modification of serum cholesterol 

= phospholipid levels. J. Clin. Endocrinol and Met. 12:909, 
52. 


7 Kinsell, L. W., Friskey, R., Splitter, S., Michaels, G. D.: 
Essential fatty acids, lipid metabolism, and atherosclerosis. 
Lancet 1:334, 1958. 

8 Beveridge, J.M., Connell, W.F., Firstbrook, J. B., Mayer, 
G.A., and Wolfe, M.J.: Effects of certain vegetable and animal 
fats on plasma lipids of humans. J. Nutrition 56:311, 1955. 

+ Mono-enoic (mono-unsaturated) acid is presumably synony- 
mous under these conditions with oleic acid and di-enoic (di- 
unsaturated) acid with linoleic acid 


Where a vegetable (salad) oil is medically recommended for a cholesterol 


depressant regimen, Wesson is unsurpassed by any readily available brand. 


WESSON’S IMPORTANT CONSTITUENTS 


Wesson is 100% cottonseed oil . . . winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) 50-55% 
Oleic acid glycerides (mono-unsaturated) 16-20% 
70-75% 


Total unsaturated 


Palmitic, stearic and myristic glycerides (saturated) 25-30% 
Phytosterol (predominantly beta sitosterol) 0.3-0.5% 
Total tocopherols 0.09-0.12% 
Never hydrogenated—completely salt free 
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Carrying on 
congestion-free 
with fast-acting 


NIZ 


NASAL SPRAY 


At the first allergic sneeze, two inhalations from the NTz Nasal Spray act speedily to bring excep- 
tional relief of symptoms. The first spray shrinks the turbinates and enables the patient to breathe 
through his nose again. The second spray, a few minutes later, opens sinus ostia for essential 
ventilation and drainage. Excessive rhinorrhea is reduced. WIZ is well tolerated and provides safe 
“inner space’ without causing chemical harm to the respiratory tissues. 
NIz is a balanced combination of three thoroughly evaluated compounds: 
@ e0-Synephrine® HCI, 0.5% to shrink nasal membranes and sinus ostia and provide 
inner space 
@® hentadil® HCI, 0.1% to provide powerful topical antiallergic action and lessen rhinorrhea 
@ephiran® Ci, 1:5000 (antibacterial wetting agent and preservative) to promote spread and 
penetration of the formula to less accessible nasal areas 
WTzis supplied in leakproof, pocket size, squeeze bottles of 20cc. and in bottles of 30cc. with dropper. 


QUICK SYMPTOMATIC RELIEF OF HAY FEVER OR PERENNIAL RHINITIS (ji ithnop 


uTz, Neo-Synephrine (brand of phenylephrine), Thenfadil (brand of thenyldiamine) and LABORATORIES 
Zephiran (brand of benzalkonium, as chloride, retined), trademarks reg. U.S. Pat. Off. New York 18, N. Y. 
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ADVERTISEMENTS VII 


New (2nd) Edition! 


Frederick and Towner-— 
The Office Assistant 
in Medical Practice 


This handy manual will save you time and 
money in training an efficient office assistant. It 
is packed with help on every phase of her job 
—as receptionist, secretary, nurse, bookkeeper 
and technician. 


These are the kind of problems on which your 
assistant will find valuable help: What should you 
say in a series of collection letters? How do you 
keep a narcotics inventory? What should you 
remember in preparing the doctor's bag? To 
whom do the patient's medical records belong? 
How do you sharpen a hypodermic needle? 
How do you prepare a patient for pelvic ex- 


amination? etc. 


The authors have brought this new edition fully 
up-to-date. The chapter on Bookkeeping is ex- 
panded with many new illustrations on the 
“write-it-once” bookkeeping system, etc. The 
chapter on Instruments is now much more de- 
tailed and clearly illustrated. Much new help is 
added on sterilization. 


By PORTIA M. FREDERICK, Instructor, Medical Office Assist- 
ing, Long Beach City College; and CAROL_TOWNER, Director 
of Special Services, Communications Division, American 
Medical Association. 407 pages, 534” x 8”, illustrated. $5.25. 

New (2nd) Edition! 


2 Companion Volumes 


by Paul Williamson, M.D. 
Office Diagnosis 


New! Written from the author's long experience 
in general practice, this book offers sound, ready-to- 
use advice on solving the family physician's daily 
diagnostic problems. With the help of simple line 
illustrations, Dr. Williamson informally details those 
diagnostic techniques that can be performed right 
in your own office. 


97 important signs and symptoms are discussed. Be- 
ginning with symptomatic evidence, the author takes 
you back to its possible causes to help you arrive 
more easily at a tenable diagnosis. You will find 
symptoms such as headache, hypertension, papular 
rash, anorexia, cough, cyanosis, heart murmurs, con- 
stipation, incontinence, pain in the breasts, leu- 
korrhea clearly covered. Where pertinent, Dr. 
Williamson offers definitive help on: etiology, his- 
tory taking, general examination of the patient, 
x-ray, laboratory tests, drug therapy, diagnostic pit- 
falls to avoid, complications, etc. 


If you are familiar with Wéilliamson’s Office Pro- 
cedures (below), you know the kind of useful, 
down-to-earth help to expect from this new volume. 


By PAUL WILLIAMSON, M.D. 470 pages, 8”x11”, with 350 
illustrations. $12.50. New! 


Office Procedures 


Dr. Williamson fully discusses 379 useful manage- 
ment procedures for 171 common disorders and 
diseases in this unusual book. Aided by crystal clear 
illustrations, he tells you exactly how to best proceed 
with those techniques that can be safely and effec- 
tively performed in your own office. You will find 
precise descriptions of: how to irrigate the ear; how 
to pack for nosebleed; how to construct and fit a 
truss in inguinal hernia; how to treat muscle tears 
and ruptures; how to retrieve a retracted tendon; 
how to properly incise and drain a breast abscess; etc. 


By PAUL WILLIAMSON, M.D. 412 pages, 8”x11”, with 1100 
illustrations. $12.50. Published 1955. 


Order from W. B. SAUNDERS COMPANY-—West Washington Sq, Phila. 5 


Please send me the following books and charge my account: 
(0 Williamson's Office Diagnosis, $12.50 Williamson's Office Procedures, $12.50 


(CO Frederick & Towner’s The Office Assistant, $5.25 
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Brand of chlormezanone 


effective oral skeletal 
muscle relaxant 
and mild tranquilizer 
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Trancopal enables patients 
to resume their duties in 
from one to two days. 


In a recent study of Trancopal in industrial medi- 
cine,’ results from treatment with this “tranquil- 
axant” were good to excellent in 182 of 220 
patients with muscle spasm or tension states. From 
clinical examination of those patients in whom 
muscle spasm was the main disorder, “. . . it was 
apparent that the combined effect of tran- 
quilization and muscle relaxation enabled 
them to resume their normal duties in 

from twenty-four to forty-eight hours. 

... It is our clinical impression that 

Trancopal is the most effective oral 

skeletal muscle relaxant and mild 


tranquilizer currently available.” 
Side effects occurred in only 12 patients, and: 
“No patient required that the dosage be reduced 
to less than one Caplet three times daily because 


of intolerance.” 
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Clinical results with srancopab 


Excatient Good Fair Poor Total 
LOW BACK SYNDROMES 
Acute low back strain 25 19 8 6 58 
Chronic low back strain +i 5 1 1 18 
“Borters’ syndrome’’* 21 5 1 1 28 
Pelvic fractures 2 1 _ ~ 3 
NECK SYNDROMES 
Whiplash injuries 12 6 2 1 21 
Torticollis, chronic 6 2 3 2 13 
OTHER MUSCLE SPASM 
*e Spasm related to trauma 15 6 1 —_ 22 
| Rheumatoid arthritis —_ 18 2 1 21 
Bursitis 2 6 9 
TENSION STATES 18 2 4 3 27 
TOTALS 112 70 23 15 220 
(51%) (32%) (10%) (7%) (100%) 
. *Over-reaching in lifting heavy bags resulting in sprain of upper, middle, and lower back muscles. 


Dosage: Adults, 200 or 100 mg. orally three or four times daily. 
Relief of symptoms occurs in from fifteen to thirty minutes and lasts from four to six hours. 


How Supplied: Caplets® 
200 mg. (green colored, scored), bottles of 100. 


100 mg. (peach colored, scored ), bottles of 100. 
1, Kearney, R. D.: Current Therap. Res. 2:127, April, 1960. 


{ 1506M Trancopal (brand of chlormezanone) and Caplets, trademarks reg. U.S. Pat. Off, (|, )ithnop LABORATORIES, New York 18, N. Y, 
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she calls it “nervous indigestion” 


diagnosis: a wrought-up patient with a functional 
gastro-intestinal disorder compounded by inade- 
quate digestion. treatment: reassurance first, then 
medication to relieve the gastric symptoms, calm 
the emotions, and enhance the digestive process. 
prescription: new Donnazyme—providing the mul- 
tiple actions of widely accepted Donnatal® and 
Entozyme®—two tablets t.i.d., or as necessary. 


A. H. ROBINS COMPANY, 


INCORPORATED e 


Each Donnazyme tablet contains 

—In the gastric-soluble outer layer: Hyoscyamine 
sulfate, 0.0518 mg.; Atropine sulfate, 0.0097 mg.; 
Hyoscine hydrobromide, 0.0033 mg.; Phenobarbi- 
tal (4% gr.), 8.1 mg.; and Pepsin, N. F., 150 mg. 
In the enteric-coated core: Pancreatin, N. F., 300 
mg., and Bile salts, 150 mg. 


ANTISPASMODIC - SEDATIVE - DIGESTANT 


RICHMOND 20, VIRGINIA 
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ALL OVER AMERICA! 
KENT MICRONITE FILTER 


SMOKED 
MORE SCIENTISTS and EDUCATORS 


than any other cigarette !* 


HIS does not constitute a The rich pleasure of smoking 

professional endorsement Kent comes from the flavor 
of Kent. But these men, like of the world’s finest natural 
millions of other Kent smokers, tobaccos, and the free and 
smoke for pleasure, and choose easy draw of Kent’s famous 
their cigarette accordingly. Micronite Filter. 


If you would like the booklet, “‘The Story of Kent”, for your (— KING lop GY monn, 
own use, write to: P. Lorillard Company—Research De- FZ 08 crutm-noor son 
partment, 200 East 42nd Street, New York 17, New York. 


For good smoking taste, 
it makes good sense to smoke KE 


Results of a continuing study of cigarette preferences, conducted by O'Brien Sherwood Associates, N.Y, 
A PRODUCT OF © LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES THROUGH LORILLARD RESEARCH © 1960, P. LOMULAED CR, 
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in respiratory allergies 


Orally-administered triple antihistamines plus two effec- 
tive decongestant agents—to prevent histamine-induced 
dilatation and exudation ‘of the nasal and paranasal 
j capillaries and to help contract already engorged capil- 
laries, providing welcome relief from rhinorrhea, stuffy 
noses, sneezing and sinusitis. 


conwenient 
dosage forms 


TRISTACOMP TABLETS 


Each sustained release tablet: TRISTACOMP: 


Chlorpheniramine Maleate 2.5 mg. 3 
Pheny!toloxamine Citrate 12.5 mg. 4 
Pyrilamine Maleate 25.0 mg. 
Phenylephrine Hydrochloride 10.0 mg. 4 
Phenylpropanolamine Hydrochloride 30.0 mg. 5 


Dosege: One tablet morning and night 


TRISTACOMP. LIQUID 

Each 5 cc teaspoonful provides one-fourth the above 

formula. 

Dosage: Adults, two teaspoonfuls fhree to four times 
daily. Children, one-half to two sepnoneiyg 


according to age. 


PRobuCTS co. 
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usual medications 


act only here 


upper respiratory decongestion 


provides both... 
and bronchial decongestion 


Many hay fever patients also experience chest discomfort. For these patients, 
new ISOCLOR provides relief along the entire respiratory tract. 

COMBINES the nasal and bronchial decongestant action of d-isoephedrine with 
the histamine blocking action of chlorpheniramine. 

RELIEVES the discomforts of rhinorrhea, itching, sneezing, hyperlacrimation 
and post nasal drip—let s the patient get a full night's rest—with minimal daytime 
drowsiness, CNS or pressor stimulation. 


TABLETS AND SYRUP for adults and children... 4 
COMPOSITION: Per tablet Per 5 mi. syrup i 


Chiorpheniramine maleate 2 mg. 
d-Isoephedrine HCI > 12.5 mg. A R N A K - S T 0 N E 
DOSE: Tablets: One tablet 3 or 4 times daily. Syrup: Children: 3-6 yrs. , 
Ys tsp. tiid.; 6-12 yrs. 1 tsp. ti.d.; Adults: 2 tsp. tid. Laboratories, Inc. 


AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. Mt. Prospect, Illinois 
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Squibb Benzydroflumethiazide 


Nature 


NAIUTE with Potassium Chloride 


.a safe and extraordinarily : 


ffective diuretic... 


Naturetin — reliable therapy in edema and 

hypertension — maintains a favorable uri- 

nary sodium-potassium excretion ratio .. . 

retains a balanced electrolytic pattern: 

**... the increase in urinary output occurs 
promptly...’’? 

‘¢... the least likely to invoke a negative 
potassium balance ...’’? 

‘¢...a dose of 5 mg. of Naturetin produces a 
maximal sodium loss.’’? 

‘...an effective diuretic agent as manifested 

by the loss in weight ...’’* 

‘¢,,,no apparent influence of clinical 
importance on the serum electrolytes 
or white blood count.’’* 

‘¢,..no untoward reactions were attributed 
to the drug.’’* 

Although Naturetin causes the least serum 

potassium depletion as compared with other 

diuretics, supplementary potassium chloride in 

Naturetin ¢ K provides added protection when 

treating hypokalemia-prone patients; in con- 

ditions where likelihood of electrolyte imbal- 

ance is increased or during extended periods 

of therapy. 


References: 1. David, N..A.; Porter, G. A., and Gray, R. H.: Monographs on Therapy 
2. Stenberg, E. S., Jr.; Benedetti, A., and Forsham, P. H.: Op. cit. 5:46 red.) 1960. 3. 
3. H., and Newman, B.E.: Op. cit. 5:55 (Feb.) 1960. 4. Marriott, H. J. L., and Schamro' 
ep.) 1960. 5. Ira, G. H., Jr.; Shaw, D. M., and arene M. D.: North Carolina M. J. 21:19 (Jan.) 1960. 
. M., and Keye 
7:281 (Dec.) 1959. 8. Forsham, P. H.: Squibb Clin, Res. Notes 8:8 (Dec.) 1959. 9. Larson, E.: Op. 

ee.) 1959. 10. Kirkendall, W. M.: Op. cit. 2:11 (Dec.) 1959. 11. Yu, P. N.: Op. cit. 2:12 (Dec.) "1959. 
12. Weiss, S.; Weiss, J., and Weiss, B.: Op. cit, 2:13 (Dec.) 1959. 13. Moser, M.: Op. cit. 2:13 (Dec.) 1959. 
» I. Ju: Op. cit. 2:15 (Dec.) 1959. 15. Ae on Therapy 


6. Cohen, B. M.: M. Times, to be 


14. Kahn, A., and Greenblatt 
Web.) 1960. 


Numerous clinical studies confirm the effec- 
tiveness'’* of Naturetin as a diuretic and 
antihypertensive — usually in dosages of 5 
mg. per day. 

@ the most potent diuretic, mg. for mg.—more 
than 100 times as potent as chlorothiazide 
prolonged action —in excess of 18 hours 
maintains its efficacy as a diuretic and anti- 
hypertensive even after prolonged or increased 
dosage use ® convenient once-a-day dosage — 
more economical for patients ® low toxicity — 
few side effects—low sodium diets not necessary 
@ not contraindicated except in complete renal 
shutdown @ in hypertension—significant lower- 
ing of the blood pressure. Naturetin may be 
used alone or with other antihypertensive drugs 
in lowered doses. 

Supplied: Naturetin Tablets, 5 mg. (scored) 
and 2.5 mg. Naturetin ¢ K (5 @ 500) Tablets 
(capsule-shaped) containing 5 mg. benzydro- 
flumethiazide and 500 mg. potassium chloride. 
Naturetin € K (2.5 € 500) Tablets (capsule- 
shaped) containing 2.5 mg. benzydroflumethia- 
zide and 500 mg. potassium 
chloride. 

53:60 (Feb.) 1960. 
Fuchs, M.; 

th, L.: Op. cit. S: 14 


8, J. W.: Henry Ford Hosp. M. Bull. 


Squibb Quality—the 
‘MATURETIN’ 18 A SQUIBB TRADEMARK, Priceless Ingredient 
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PAPAIN 
IS THE 
KEY 


to complete, thorough 
vaginal cleansing 


mucolytic, acidifying, 
physiologic vaginal douche 


The papain content of Meta Cine is the key 
reason why it effects such complete cleansing of 
the vaginal vault. Papain is a natural digestant, 
and is capable of rendering soluble from 200- 
300 times its weight of coagulated egg albumin. 
In the vagina, papain serves to dissolve mucus 
plugs and coagulum. 


Meta Cine also contains lactose—to promote 
growth of desirable Doderlein bacilli—and 
methyl salicylate, eucalyptol, menthol and 
chlorothymol, to stimulate both circulation and 
normal protective vaginal secretions. Meta 


Cine’s pleasant, deodorizing, non-medicinal fra- 


grance will meet your patients’ esthetic demands. 


Supplied in 4 oz. and 8 oz. containers, and in 
boxes of 30 individual-dose packets. Dosage: 
2 teaspoonfuls, or contents of 1 packet, in 2 
quarts of warm water. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 


BRAYTEN 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


® no cumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


| 
: 
: 


Despite the introduction in recent years of ‘“‘new and dif- 
ferent” tranquilizers, Miltown continues, quietly and 
steadfastly, to gain in acceptance. Generically and under 
the various brand names by which it is distributed, 
meprobamate (Miltown) is prescribed by the medical 
profession more than any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug, 
evaluated in more than 750 published clinical reports. Its 
few side effects have been fully reported; there are no 
surprises in store for either the patient or the physician. 
It can be relied upon to calm anxiety and tension quickly 
and predictably. 


Usual dosage: One or two ® 
400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 
200 mg. sugar-coated tablets; 


or as MEPROTABS*— 400 mg. 


unmarked, coated tablets. ey WALLACE LABORATORIES / New Brunswick, N. J. 


@ TRADE MARK 
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relief from 


for your patients with 
‘low back syndrome’ and 


other musculoskeletal disorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 
SAFE for prolonged use 


oF 
q 
3 

: 

~ 

P 

: 
igo 
a 


stiffness and pain 


° ° 

atify relief from stiffness and pain 
in 106-patient controlled study 

(as reported in ].A.M.A., April 30, 1960) 


“Particularly gratifying was the drug's [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects rec- 
ommend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 
].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler) 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


(CARISOPRODOL, WALLACE) 


) WALLACE LABORATORIES, CRANBURY, NEW JERSEY 


se 
5 
We 
‘ 


GONORRHEA IS ON THE MARCH AGAIN... 


a new timetable for recovery. 
only six capsules of TETREX can cure a male patient with gonorrhea in just one day* 


TETREX CAPSULES. 250 mg. Each capsule contains: 


© TETREX (tetracycline phosphate complex equivalent to 
tetracycline HCI activity) — 250 mg. 
DOSAGE: Gonorrhea in the male—Six capsules of 
TETREX in 3 divided doses, in one day. 


U.S. PAT.NO.2,791,609 @ Marmell, M., and Prigot, A.: Tetracycline phosphate complex in the treat- 
ment of acute gonococcal urethritis in men. Antibiotic Med. & Clin. Ther. 
THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 6:108 (Feb.) 1959, 


BRISTOL LABORATORIES, 
SYRACUSE, NEW YORK 


— 
p 
% 4 
BRISTOL 


August, 1960 ADVERTISEMENTS XIX 


Z 

_ Major Hospital Policy 
Z 

| Pays up to $10,000.00 for each member of your family, 
subject to deductible you choose 

Z Deductible Plans available: 

$100.00 

$300.00 

] $500.00 


Business Expense Policy 


Covers your office overhead while you 


are disabled, up to $1,060.00 per month 


approved by 


The Medical Society of North Carolina 
for Its Members 


Write or Call 
for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Harry L. Smith John Carson 


108 East Northwood Street 
Across Street from Cone Hospital 


GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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Squibb Announces 


Chemipen 


new chemically improved penicillin 
which provides the highest blood 


levels that are ob 


penicillin 


As a pioneer and leader in penicillin therapy 
for more than a decade, Squibb is pleased 
to make Chemipen, a new .chemically im- 
proved oral penicillin, available for clinical use. | 


With Chemipen it becomes possible as well as 
convenient for the physician to achieve and main- “ww 
tain higher blood levels—with greater speed —than 
those produced with comparable therapeutic doses of 
potassium penicillin V. In fact, Chemipen is shown to 
have a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.* 

Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* Equally nota- 
ble is the remarkable resistance to acid decomposition 
(Chemipen is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 


tainable with oral 


therapy 


' And the economy for your patients will be of 
particular interest—Chemipen costs no more 
than comparable penicillin V preparations. 
Dosage: Doses of 125 mg. (200,000 u.) or 
or 250 mg. (400,000 u.), t.i.d., depending on the 
‘ad severity of the infection. The usual precautions 
must be carefully observed with Chemipen, as with 
all penicillins. Detailed information is available on 
request from the Professional Service Department. 
Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 
250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 


Syrup (cherry-mint flavored, nonalco- Sal JIBB 
holic ), 125 mg. per 5 cc., 60 cc. bottles. 


“Knudsen, E. T., and Rolinson, G. N.: , 
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(POTASSIUM PENICILLIN-163) 


Figher peak blood levels orally 


than with penicillin V or intramusculay penicilin G 


A form to meet the individual 
cn >.) “yequirements of patients of all ages in home, 


Office, clinie,/and hospital: 
Tablets— 250 mg:: ..Syneiltia Tablets +125 mg. 
Syneittin for Oral Solution—60-ml, bottles— when reconstituted, 


Pediatric Drops Gm. bottles. Calibrated dropper 
delivers mg. 


“Comple on indication is i in the official circular accompanying ‘package. 
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THE 
REALMS 


OF THERAPY 


BEST 


ATTAINED 


WITH 


ATARA 


(brand of hydroxyzine) 


Special Advantages 


- 
CHILDRE: 
© IN 


unusually safe; tasty syrup, 
10 mg. tablet 


Supportive Clinical Observation 


“Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior....” Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


World-wide record of effectiveness—over 200 labora- 
tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
® adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


-»-and for additional evidence 


Bayart, J.: 
10:164, 1956. : Ca 
ifornia’ Med. "1957. 


Nathan, L. A., Andeiman, M. 
M. J. 112:171 (Oct.) 


well tolerated by debilitated 
patients 


“.. seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
in old age.” Smigel, 

Am. Geriatrics Soc. 
61 i989, 


Settel, E.: gest 
F.: Minerva med. (Feb. 
21) 1957. Shalowitz, M.: 
atrics 11:312 (July) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....1n chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.”” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eise g, B. C.: J.A.M.A. 169:14 
resse méd. 64:2239 26) 
1956. Robinson, H. M., = et al.: 
South. M. J. 50:1282 (Oct.) 1957. 


IN 
ADULTS 


does not impair mental acuity 


“... especially well-suited for ambula- 
tory neurotics who must work, ~ 
a car, or operate machinery.” Ayd, F. 

York J. Med. 57:1742 (May 


15) 19 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 


Garbe C., Jr: J. Florida M. 
A. 45: ‘1958. Menger, 
H. C.: New York J. Med. 58:1 

(May 15) 1958. Farah, L.: Inter- 
Med. 169:379 (une) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles o ‘100. 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
— 50 mg./cc. in 2 cc. am- 
pules. 
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ALLERGIC 
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Donnagel with equivalent 
for better control 


acute 


diarrheas 


This pleasant-tasting combination 
of two outstanding antidiarrheals. 
~DONNAGEL and paregoric—_ 
_ delivers more comprehensive relief 
with greater certainty in acu 
self-limiting diarrheas, 


Adsorbent and de- Demuleent action 
mulcent action complements ef- 
Diminishes propulsive hinds toxins and fect of kaolin 
contractions and tenes- irritants; protects 
mus; makes fecal matter intestinal mucosa 


less liquid 


Supplied: Banana flavored suspension in bottles of 6 fl. 
Also available: Donnacer® with Neomycin — for control of bacterial diarrheas. 
Donnace.®— the basic formula — when paregoric or an antibiotic is not required. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Natural beiladonna alkaloids 
hyoscyamine sulfate ..........0.1037 mg. 
atropine sulfate .................. 0.0194 mg. 
hyoscine hydrobromide ....0.0065 mg. 


Antispasmodic action reduces 
intestinal hypermotility; mini- 
mizes the risk of cramping 


Oz. 


Making today’s medicines with integrity ...seeking tomorrow's with persistence 


Phenobarbital 

(% gr.) ....16.2 mg. 
Mild sedative ac- 
tion lessens ten- 
sion 


if 


Each 30 cc. (1 fluidounce) of DonnaceL-PG contains: 
nee 
| 
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Co-Pyronil’ 
keeps most allergic patients 
symptom-free around the clock 


Many allergic patients require only one Pulvule® Co-Pyronil 
every twelve* hours, because Co-Pyronil provides: 


e Prolonged antihistaminic action 
e Fast antihistaminic action 

plus 
e Safe, effective sympathomimetic therapy 


*Unusually severe allergic conditions may require more fre- 
quent administration. Co-Pyronil rarely causes sedation and, 
even in high dosage, has a very low incidence of side-effects. 


QUALITY / / 


Supplied as Pulvules, Suspension, and 
Pediatric Pulvules. 


Co-Pyronil® (pyrrobutamine compound, Lilly) 


ELI LILLY AND COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 


058012 


XXIV 
pes 
i 
a 
i 


NORTH CAROLINA MEDICAL JOURNAL 


OWNED AND PUBLISHED BY 
THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


VOLUME 21 


AUGUST, 1960 


Symposium on Acute Surgical Conditions 


Of the Abdomen 


Acute Abdominal Pain Associated 


With Vascular Emergencies 


GORDON M. CARVER, JR., M.D. 
DURHAM 


Acute abdominal pain of vascular origin 
is still rare in comparison with that of ap- 
pendicitis, peptic ulcer, and cholecystitis; 
however, as our population age increases, ab- 
dominal vascular emergencies will become 
more frequent. Most of these vascular le- 
sions are of arterial origin and the earlier 
the diagnosis is made and definitive treat- 
ment instituted, the better the ultimate re- 
sult. 


Dissecting and Ruptured Abdominal 
Aortic Aneurysms 

The abdominal aneurysm may be relative- 
ly asymptomatic until it begins to enlarge 
as a result of dissection. Varying degrees 
of severe pain in the abdomen or back then 
develops and is thought to be due to disten- 
tion and tearing of the muscular layers of 
the aorta. 

The diagnosis of dissecting abdominal 
aortic aneurysm is usually quite simple. 
Palpation of the abdomen reveals a pulsat- 
ing mass which is often noted by the patient 
himself. A lateral roentgenogram of the 
lumbar spine may reveal calcification of the 
aortic wall and determine the diameter of 
the aneurysm. Angiography can be used to 
establish the diagnosis but is usually not 
necessary. 

The clinical diagnosis of ruptured abdom- 
inal aortic aneurysm is made on the basis of 
an acute onset of abdominal pain, with or 
without shock, and the presence of a pulsat- 
ing mass increasing rapidly in size. A flat 


Presented before the Section on Surgery, Medical Society 
of the State of North Carolina, Raleigh, May 10, 1960. 


plate of the abdomen may reveal an obliter- 
ated psoas shadow as well as calcification in 
the aneurysmal wall. Occasionally the blood 
hematacrit and blood pressure may be main- 
tained at a normal level for several hours or 
even days after rupture of the aneurysm. 
The point of rupture is most commonly seen 
posteriorly, but it may be on the anterior 
or lateral surface of the aorta. 


The treatment mortality rate in elective 
resections has diminished to such a point 
that it is sound to recommend removal of 
almost all abdominal aortic aneurysms on 
diagnosis. One of the most compelling rea- 
sons for resection is that more than 50 per 
cent of patients with ruptured aneurysms, 
although aware of the presence of the lesion, 
have had no symptoms prior to the rupture. 
In general the larger the aneurysm the 
greater the probability of rupture. Justifi- 
cation for the emphasis on elective surgery 
in these cases is the evidence that it increases 
life expectancy. DeBakey and Cooley” have 
shown a postoperative survival rate of 82 
per cent. Wright and others’, in their an- 
alysis of the natural course of the disease, 
found a steady decline in survival rates from 
60 per cent at the end of one year to 16 
per cent at the end of three years. There 
is of course little or no argument regarding 
the immediate indications for resection of 
dissecting or ruptured aortic abdominal 
aneurysms. 


The surgical treatment consists of excis- 
ing the aneurysm through a long xiphoid to 
pubic incision, replacing the excised segment 
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of aorta with a synthetic graft made of 
teflon or dacron. Since most abdominal an- 
eurysms arise distal to the renal arteries, 
the aorta can be cross-clamped below these 
vessels. Before the aorta is cross-clamped, 
the distal site of anastomosis is determined 
and these vessels are made ready for im- 
mediate anastomosis. In most cases the in- 
ferior mesenteric and lumbar arteries can be 
ligated and cut prior to the actual cross- 
clamping of either the iliac vessels or the 
abdominal aorta itself. During resection 
heparin is pumped into both lower extremi- 
ties through a small polyethylene tube in- 
serted into the distal arterial system by the 
use of special pumping apparatus or with 
syringe and three-way stop-cock. The an- 
eurysm is then removed and the plastic graft 
sutured in place as rapidly as possible. 

The resection of a ruptured aneurysm dif- 
fers in that the patient is often moribund 
or in semi-shock. With adequate blood for 
replacement, temporary proximal contro] of 
the aorta is obtained by exerting pressure on 
the upper abdominal aorta against the spine 
in the lesser peritoneal sac and then placing 
an occluding clamp on the aorta below the 
renal arteries. The iliac vessels are cross- 
clamped and the ruptured aneurysm is rap- 
idly removed. The smaller bleeding vessels 
are controlled and the graft is sewn in place. 
In all cases bilateral lumbar sympathectomy 
is performed prior to abdominal closure. 

The mortality associated with resection 
of aortic aneurysms is about 5 to 10 per 
cent in the uncomplicated cases. In rup- 
tured aneurysms it is still 25 to 50 per cent, 
depending on the patient’s general condi- 
tion at the time of surgery. 


Dissecting Thoracic Aortic Aneurysms 


The predominant presenting symptom of 
a dissecting thoracic aortic aneurysm may 
be acute epigastric abdominal pain. Usual- 
ly the pain is substernal in origin and may 
simulate myocardial infarction; however, 
neurologic, renal and abdominal manifesta- 
tions are frequent. These symptoms consist 
of numbness, paraplegia, coma, hematuria, 
and abdominal pain radiating to the legs or 
back: and are usually related to the point of 
dissection, with involvement of the corre- 
sponding organ systems. The presence of 
neurologic symptoms or signs in patients 
with thoracic or abdominal pain may be a 
clue to the early correct diagnosis of a dis- 
secting thoracic aortic aneurysm. 
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The physical manifestations of a dissect. 
ing aneurysm are not diagnostic. A precor. 
dial apical or basal systolic murmur is pres. 
ent in about 40 per cent of the cases. A di- 
astolic murmur over the aortic area is con- 
sidered to be of the greatest diagnostic sig- 
nificance, but is present in only a small per. 
centage of cases. This is simply a reflection 
of the small number of individuals with in. 
volvement of the ascending aorta or aortic 
annulus. Brachial blood pressure differen. 
tial, tracheal deviation, cervical venous dis. 
tention, abdominal aneurysm, or obliteration 
of peripheral pulses is rarely observed. Elec- 
trocardiograms reveal myocardial ischemia, 
left ventricular strain, or disturbances of 
rhythm in about 75 per cent of the patients. 


Roentgenograms of the chest usually re- 
veal widening of the supracardiac mediasti- 
num and radiolucence of the arch and de- 
scending aorta in the region of the false 
passage. Angiocardiograms taken with the 


patient in an oblique position usually ace- 
centuate the “double-barreled” appearance 
of the lesion. This examination has been of | 
utmost value in determining the nature and | 
extent of the dissecting progess. 


For the cardiovascular surgeon, it is im- | 
portant to divide these lesions into five cate. | 
gories, which then provide a guide to the 
surgical approach and prognosis". 


Type I: The dissecting process extends from 
the aortic annulus to a point well below 
the diaphragm. 

Treatment: Unless there is an area 
where rupture is imminent, resection 
with graft replacement is not indicated. 
Creation of a re-entry passage is usually 
the procedure of choice and may be done 
with or without the aid of hypothermia 
or atriofemoral -by-pass perfusion. 

Type II: The process is localized to the 
ascending aorta and proximal transverse 
arch. 

Treatment: Excision of the lesion and 
aortic graft replacement using extra- 
corporeal pump oxygenator. 


Type III: Distal transverse arch and de, 


scending aorta. 
Type IV: The dissecting process arises at 
the left subclavian artery and continues | 
well below the diaphragm. | 
Treatment: Excision of diseased tho-| 
racic segment and intraluminal closure ‘ 
of distal segment prior to replacement 


grafting. 
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Type V: Lesion occurs in left subclavian ar- 
tery with dissecting process remaining 
localized in the descending aorta. 

Treatment: Excision of the entire dis- 
eased segment and replacement with a 
graft. 

The latter two types comprise about 90 
per cent of the cases, and in each instance 
hypothermia or some form of by-pass-shunt 
is necessary to guard against spinal cord 
ischemia. 

In DeBakey’s series of 60 cases the oper- 
ative mortality of lesions occurring below 
the subclavian was 18 per cent as compared 
to an over-all mortality of 29 per cent". 
The most common type of lesion requires re- 
section of the descending aorta, so as to in- 
clude the site of origin of the dissection, 
with graft replacement and obliteration of 
the false lumen distally. 


Aneurysms of Intestinal Vessels 
Aneurysms of the major aortic branches 


to the abdominal viscera are usually palpable 
on physical examination, produce symptoms 


of abdominal pain, and have the great ten- 
| dency to rupture common to all aneurysms. 


Splenic aneurysms occur in the main trunk 
of the vessel and are twice as common in 
women, particularly pregnant women. Sple- 
nomegaly is found in about 50 per cent of 
the patients, and before rupture, symptoms 
are mild, usually consisting only of epigas- 
tric discomfort. Rupture into the lesser 
peritoneal sac is followed by severe pain in 
the back and left shoulder, associated with 
shock or signs of peritoneal irritation. The 
treatment of choice is resection of the artery 
with the aneurysm, and splenectomy. 

In aneurysms involving essential vessels 
such as the hepatic and superior mesenteric 
artery, resection with end-to-end anastomo- 
sis of the vessel is performed when possible. 
Small plastic grafts to the aorta can be used 
effectively when primary anastomosis can- 
not be performed. 

Embolism and Thrombosis of the Superior 
Mesenteric Artery 

The superior mesenteric artery is the ves- 
sel most often involved in infarction of the 
abdominal viscera in both sudden embolic 
occlusions and arteriosclerotic thrombosis. 
This is probably related to the relative size 
of the vessel, its anterior location, and the 
angle it makes with the aorta at its exit. 

Superior mesenteric arterial embolism is 
usually associated with atrial fibrillation, a 
recent myocardial infarction, or some other 
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disease which provides a source of emboli. 
Sudden severe cramping periumbilical or 
epigastric pain, frequently accompanied by 
severe pain in the upper lumbar and lower 
thoracic region, follows complete embolic oc- 
clusion. The patient appears to be in early 
shock and acutely ill, but the blood pressure 
may be normal or elevated. The bowel re- 
sponds to acute ischemia with spastic con- 
tractions and loose mucoid stools. Within 
two hours the acute pain may subside, leav- 
ing the patient relatively asymptomatic. 
Unless the condition is recognized, the error 
may lead to a fatal postponement of opera- 
tive treatment. The white blood cell count 
rises early, and the peritoneal irritation and 
abdominal tenderness make their appearance 
as necrosis of the intestine, and secondary 
bacterial invasion progresses. Signs of gen- 
eralized peritonitis with abdominal disten- 
tion, shock, and leukocytosis develop, to com- 
plete the classic picture of massive intes- 
tinal infarction. Paracentesis may yield a 
characteristic dark, ‘“prune-juice” type of 
fluid. 

Early recognition of the entity and prompt 
surgical removal of the embolus before ir- 
reversible injury to the bowel has taken 
place is the treatment of choice. Reports of 
successful superior mesenteric embolectomy 
have appeared with increasing frequency 
since the urgency and value of the operation 
was stressed by Klass’. 

A typical history in a patient liable to 
emboli, who begins to have acute abdominal 
pain and tenderness, leukocytosis, and guiac- 
positive stool with absence of small-bowel 
gas on x-ray, should immediately define the 
need for emergency surgery. The reversibil- 
ity of apparently severe degrees of ischemic 
injury to the intestine after sudden occlusion 
of the circulation has been striking. Dark 
discoloration of the bowel does not neces- 
sarily mean necrosis. Even if necrosis of 
segments of the small bowel has advanced 
to a point of no return, the combination of 
embolectomy and bowel resection may allow 
the preservation of a greater length of small 
intestine. 


Technique 

When the abdomen is explored early, there 
may appear to be very minor changes in the 
circulation to the small bowel. A good pulse 
in the main superior mesenteric artery must 
be demonstrated. The ligament of Treitz is 
identified and the mesocolon and lower bor- 
der of the pancreas are reflected upward, 
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exposing the superior mesenteric artery. A 
heavy ligature is passed around the main 
trunk of the artery to elevate it, and the first 
jejunal and middle colic branches are ex- 
posed. A longitudinal arteriotomy incision 
is made and the clot is removed proximally 
as far as its aortic origin. A bulldog arterial 
clamp is applied after the vessel has been 
cleared by a flush of aortic blood. The distal 
thrombus is then removed by milking the 
mesenteric vessels toward the arteriotomy 
incision. Heparin is injected into the vessel 
proximately and distally, and the incision 
is closed with No. 6-0 black silk. Anticoag- 
ulants are used in the postoperative period, 
along with antibiotics and the usual surgical 
measures that are employed after an explor- 
atory laparotomy. 


Arteriosclerotic Thrombosis of the Superior 
Mesenteric Artery and Vein 

Small-bowel infarction resulting from ar- 
teriosclerotic thrombosis of the superior 
mesenteric artery usually occurs by gradual 
occlusion of this vessel, and will be preceded 
by days or months of chronic gastrointes- 
tinal symptoms. The most prominent symp- 
tom is a cramping epigastric pain appearing 
an hour or two after meals; weight loss is 
due to failure to eat because of this pain. 
Malabsorption may result in the fatty frothy 
stools which characterize this disorder. In- 
farction will be accompanied by a severe at- 
tack of abdominal pain, but is apt to be less 
dramatic in onset than are the symptoms 
present with sudden embolic occlusion. 

Treatment would ideally consist of recog- 
nition in the prodromal phase, aortographic 
demonstration of narrowing of the vessel, 
and correction by thromboendarterectomy 
or replacement grafting. The atheromatous 
occlusion is almost always located in the 
first centimeter and the adjacent aortic 
wall’. The vessel is cleared in a retrograde 
fashion with a small curved clamp intro- 
duced into the aortic lumen through the su- 
perior mesenteric arteriotomy. Hemorrhage 
from the vessel is readily controlled by digi- 
tal pressure between extraction efforts. The 
arteriotomy is closed, with attention given 
to distal atheromas, tacking down or in- 
cluding in the suture line the distal intima 
to avoid subsequent dissection. 

Thrombosis of the mesenteric vein is a 
rare condition usually associated with intra- 
abdominal infection. The diagnosis is diffi- 
cult to make but is suggested by an episode 
of subacute abdominal pain associated with 
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the passage of blood and mucus per rectum. 
Specific surgical treatment depends on the 
underlying cause and the location of the 
vascular block. 


Aortic Saddle Embolus 


The classic evidence of a saddle embolus 
of the aorta is sudden vascular insufficiency 
of the lower extremities denoted by pain, 
pallor, sensory and motor losses, and absent 
pulses. There may also be pain in the abdo- 
men, lower back, buttocks or perineal region, 
or paresthesia’ depending upon the adequacy 
of the collateral circulation. The embolus 
usually arises from a thrombus in a rheu- 
matic heart with mitral stenosis or insuffi- 
ciency and atrial fibrillation, or from a mural 
thromus secondary to myocardial infarction. 

The prognosis for both life and limb is 
poor without embolectomy. Reich’ reported 
that only 1 of 7 patients not operated on 
survived. Burt and others’ had a similar 
experience with 16 patients, 8 of whom were 
treated conservatively; only two lived with- 
out loss of legs. Four of 8 were operated on 


successfully without loss of limbs. In general | 


the longer the delay prior to operative re- 
moval of the embolus, the poorer the prog- 
nosis, although emboli have been removed 
after a delay of 24 hours"’. 

The operative approach may be transab- 
dominal, retroperitoneal from the left side, 
or by retrograde catheter suction of the 
femoral artery. The transabdominal ap- 
proach, employing a mid-line or paramedian 
incision, is the most popular. After proximal 
control of the aorta above the bifurcation 
and the iliac vessels below the embolus, a 
longitudinal incision is made in the aorta 
overlying the clot. The embolus is removed 
and blood is allowed to flush from both iliaes 
to clear these vessels -and check their retro- 
grade flow, and then to clear the distal aorta. 
The aortic incision is then closed with con- 
tinuous No. 5-0 silk sutures. In draping the 
patient prior to operation, it is important 
to have both legs and feet in the operative 
field so that peripheral pulses can be de- 
termined immediately following removal of 
the embolus by the operating surgeon. The 
femoral or popliteal arteries can be explored, 
if necessary, to clear them of small emboli 
that may have broken off from the saddle 
embolus. 

The retroperitoneal approach from the 
left sicc can be used in the presence of peri- 
tonitis or extensive intraperitoneal adhe- 
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sions, but it has the disadvantage of poor 
exposure of the right iliac artery and of the 
operative site in general. 

The retrograde femoral artery approach’ 
possesses the disadvantage of a blind, in- 
direct method, yet may be performed suc- 
cessfully with local anesthesia, thereby 
avoiding a laparotomy in a seriously ill pa- 
tient. In a recent study Willman and Han- 
lon” recommend this technique not only for 
those patients who are critically ill, but in 
all patients. If the clot is not extracted suc- 
cessfully, the patient can be put to sleep 
and a transabdominal approach used. These 
authors point out that unsuccessful attempts 
at retrograde femoral removal by other op- 
erators have been due in many instances to 
the use of small catheters. 


The largest thin-walled plastic catheter 
that the vessel will accept is passed until the 
catheter impinges on the embolus. A glass 
T tube allows blood from collateral vessels 
to flow through the vent until the catheter 
tip reaches the embolus: then the suction line 
is opened and the vent is closed. Aspirated 
blood and thrombus are seen through the 
glass T tube. The catheter is slowly with- 
drawn, together with the firm embolus held 
against the tip of the catheter by suction. 
The same technique is used on the other 
side and is repeated until there is a vig- 
orous pulsital blood flow. This method was 
used successfully on 4 patients, but cannot 
be used on patients with previous obstruc- 
tions or thrombosis in the iliac vessels. 

In the postoperative management imme- 
diate heparinization is not used routinely 
after the abdominal approach if adequate 
luminal clearance has been accomplished. 
The complications associated with immedi- 
ate heparinization in terms of wound bleed- 
ing, hematoma, delayed wound healing, and 
secondary infection appear to outweigh its 
possible advantages. After the retrograde 
femoral artery approach, however, immedi- 
ate heparinization is utilized. 

If the embolus arises from the left atrium 
owing to mitral stenosis, mitral commissu- 
rotomy and atrial appendectomy is prefer- 
able to long-term anticoagulant therapy if 
the patient can tolerate the procedure. One 
advantage of the retrograde femoral ap- 
proach is that after its completion under 
local anesthesia it can sometimes be com- 
bined immediately with mitral commissu- 
rotomy. Belcher and Somerville''’’ found a 
less than 1 per cent incidence of postvalvu- 
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lotomy embolism in 430 collected cases, and 
felt that commissurotomy was much prefer- 
able to long-term anticoagulant therapy. 


Summary 


Acute abdominal pain of vascular origin is 
most commonly due to the development of an 
aneurysm, thrombosis, or embolus in the 
arterial system within the abdomen. In gen- 
eral the earlier the diagnosis, the better the 
result of surgical treatment. 

The diagnosis of dissecting or ruptured 
abdominal aneurysms is not difficult, as the 
pulsating mass can usually be felt. Resec- 
tion of the aneurysm with graft replace- 
ment is a lifesaving procedure when success- 
ful. 

Dissecting thoracic aortic aneurysms may 
masquerade as an acute abdominal condition, 
diagnosis can usually be made by x-ray 
studies, and surgical treatment consists of 
resection with graft replacement or construc- 
tion of a re-entry passage. 

Embolism or thrombosis of the superior 
mesenteric artery may be treated by em- 
bolectomy or thromboendarterectomy if rec- 
ognized early, thus avoiding infarction of 
the small bowel. 

Diagnosis of aortic saddle embolus in its 
early stages and the use of modern vascular 
surgical techniques have improved the sal- 
vage rate considerably in the past 10 years. 
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Diagnosis and Treatment of 


Intussusception in Infants and Children 
LouIs SHAFFNER, M.D.* 
WINSTON-SALEM 


Intussusception is the invagination or 
telescoping of a portion of bowel into the 
bowel distal to it. It occurs usually in the 
region of the terminal ileum, being of the 
ileo-colic type; but colo-colic, ileo-ileal, and 
the treacherous and complicated ileo-ileo- 
colic types are occasionally encountered. 

The mesenteric blood vessels are pulled in 
between the layers of bowel and subsequently 
obstructed by tension and pressure. The re- 
sult is a strangulating process of the intus- 
suscepted portion and a mechanical obstruc- 
tion of the innermost lumen from the result- 
ant edema of the bowel wall. 

If left untreated, 95 per cent of the pa- 
tients will die. The few who recover do so 
by a spontaneous reduction or a sloughing 
of the gangrenous portion into the distal 
bowel, with relief of the obstruction. 

Intussusception is an acute painful ab- 
dominal condition and a discussion of it fits 
in well with the other papers presented on 
this program. It is, however, unique among 
the subjects covered in that it occurs prin- 
cipally in infants and children. As such, 
the discussion of it can serve as a reminder 
of the value of modifying for infants and 
children the procedure of physical examina- 
tion usually followed in adults. 

Intussusception furthermore is a condi- 
tion about which there is no complete agree- 
ment as to the best form of treatment. 
Ravitch" has emphasized again the value of 
a barium enema under hydrostatic pressure 
as the initial therapy prior to any operative 
approach. 

Our experiences with 22 cases at the 
North Carolina Baptist Hospital will be 
summarized. 

Diagnosis 

Some 80 to 90 per cent of reported cases 
of intussusception occurred in children un- 
der 2 years of age, the majority ranging 
between 3 and 11 months. The patients are, 
therefore, old enough to complain but too 
young to describe their complaints. 

The mother usually states that the baby 
had been entirely well until suddenly he be- 


*From the Department of Surgery, Bowman Gray School 
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gan to have severe attacks of “colic,” char- 
acterized by an agonizing cry of pain, pallor, 
a drawing up of the legs upon the abdomen, 
and vomiting. This might last 30 seconds to 
a minute, followed by apparent relief for 
minutes to hours, only to be repeated again 
and again until the baby looked limp, refused 
all feedings, and perhaps became distended. 
A normal bowel movement might occur, and 
after several hours there may be some blood, 
bright red or the dark, so-called ‘currant 
jelly” type, mixed with the stools. 

It should be emphasized that blood in the 
stools is not an early manifestation, for when 
it does occur it is an indication of consider- 
able venous obstruction in the involved bow- 
el, causing ulceration and bleeding of the 


mucosa. The symptoms are _ suggestive 
enough of intussusception before blood ap- 
pears, yet experience has shown that the 
appearance of blood does not mean that the 


bowel is gangrenous and that resection will | 


be mandatory. 

The important positive sign during exam- 
ination of the abdomen is the presence of an | 
elongated or sausage-shaped, only slightly | 
tender, mass anywhere along the course of | 
the colon. This may vary in size with peris- | 
taltic activity, or be constant in size and 
definitely tender, indicating more edema and 
a more severe impairment of the blood sup- 
ply. A relative emptiness of the right lower 
quadrant, known as Dance’s sign, is difficult 
to interpret, but if present suggests that an 
elusive mass may be hiding either under the 
liver edge or under the left rib cage at the 
splenic flexure. 

Peristalsis will be that of small bowel colic, 
and when it is heard, the child will at the 
same time tighten his abdominal muscles 
and cry until the episode is passed. 


Method of Examination 

Examination of the “acute abdomen’”’ in 
an inarticulate, uncooperative, frightened, 
crying, irritable, sick baby can be a difficult 
and unrevealing procedure unless the rou- | 
tine is modified from that used in adults. 

A general inspection of the baby will re- 
veal by his color, attitude, and activity | 
whether he is acutely il] and whether “4 
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abdomen is distended or a hernia protrudes. 
If the baby is lying quietly in his mother’s 
arms when first seen, then is the opportune 
time to place the stethoscope gently on the 
abdomen to determine perista!sis and, if he 
remains quiet, to listen to the anterior chest. 


Gentle and light palpation with a warm 
hand comes next. If there is no distention, 
it is usually easy to determine the presence 
of muscle spasm or a palpable mass. It is 
gratifying to find that if this initial palpation 
is gentle, light, and slow, any response from 
the baby such as a whimper, a squirm, a 
facial wince, or a sudden tightening of the 
musculature is a reliable sign of tenderness 
beneath the palpating hand. These actions 
can speak as loudly as words to say, “That 
hurts.” If at the first such sign the examiner 
removes his hand, the baby will usually be- 
come quiet again. More thorough palpation 
of the non-tender areas can then be repeated, 
and finally the tender area confirmed. 


Percussion of the abdomen can be as much 
a test for rebound tenderness as for tympany 
or shifting dullness. If done very gently, it 
too can localize the tender area by the same 
responses. 

But what if the baby is crying and tossing 
when first seen, and, as often happens, has 
been taken from his mother, disrobed, held 
naked on a cold table, and a thermometer 
thrust up his rectum? Or what if one gags 
his throat, pokes his ears, twists his neck, 
turns him over, and thumps his chest be- 
fore examining his abdomen? 

There is only one answer. The baby must 
be quieted down and relaxed before the ab- 
dominal examination can be satisfactory. 
Maybe a few minutes in his mother’s arms 
will do it. If he isn’t vomiting, maybe a 
bottle or a sugar nipple will do it. But it 
may also take a pentobarbital suppository 
or a subcutaneous injection of Demerol 
(1.0 mg. per pound) 20 or 30 minutes to 
do it. If such sedation seems necessary, it 
should be used for the good of everybody 
concerned. 

Certainly a complete examination should 
be done, but in an order and a manner that 
allows a thorough abdominal examination in 
a quiet, relaxed child. The final rectal exam- 
ination is done not only to check for blood 
but also for tender masses. At times the 


leading point of an intussusception, like a 


small cervix, can be felt within the rectal 
ampulla. 
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Differential Diagnosis 

There are no other conditions that present 
the findings of a typical intussusception. 
But sometimes the signs of small bowel ob- 
struction are dominant, and the distention 
prevents palpation of the intussuscepted 
mass. An ulcerated Meckel’s diverticulum 
alone or a polyp can cause bloody stools, and 
appendicitis and all forms of acute enteritis 
must be thought of. 

When the diagnosis of intussusception is 
suspected but no abdominal mass is palpable, 
a barium enema for diagnosis alone will 
settle the issue and at times will cure the 
disease. The retrograde flow of barium will 
slow at the leading point of the intussuscep- 
tion, then outline it with the “coiled spring” 
sign, and sometimes reduce it in seconds. 


Treatment 

Basically the treatment of intussusception 
is that of relieving an intestinal obstruction 
at the point of the obstruction. Supportive 
measures to correct dehydration and relieve 
intestinal distention should, of course, be 
started as soon as the diagnosis is made. 

The only controversy seems to be whether 
an initial trial at reduction by a barium en- 
ema under hydrostatic pressure is safe and 
effective. Even the opponents of such a trial’ 
admit they have seen barium enemas given 
primarily for diagnosis cause ready reduc- 
tions and obviate an operation. These have 
occurred principally in patients seen within 
24 hours of the onset of symptoms. 

Ravitch") in urging the routine trial 
of this method, presents convincing evidence 
from Scandinavian and Australian clinics 
and from his own experience that it is ef- 
fective in 3 out of 4 cases and is attended 
by much less morbidity and mortality than 
operative treatment alone. He reports no 
deaths in 65 patients so treated, and in cases 
of successful reduction by the enema the 
hospital stay was only one-third as long as 
those requiring operation. 

He refutes the objections of others by 
pointing out that with his method irreduc- 
ible bowel will not rupture nor a gangrenous 
one be reduced. There is less trauma to the 
bowel itself than by manual reduction. There 
will be a correctable cause, such as a polyp 
or Meckel’s diverticulum, in only 5 per cent 
of the patients, and none of these require 
immediate removal. If complete reduction 
is not successfully demonstrated, there is no 
delay; surgical exploration is performed im- 
mediately through a McBurney incision. 
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Table 1 Table 2 
Symptoms and Signs Treatment 
22 Cases (22 Cases) 
No. Per Cent Nonoperative reduction 
Intermittent abdominal pain. 22 100 Spontaneous 
Palpable abdominal mass ____. 64 
perative treatment 
He finally stresses the point that this Exploratory (obstruction reduced). 3 
hospital surgical procedure and can be sim- SE STE Ae 
ply compared to an initial attempt at a closed Resection or extoriorization 4* 
reduction of a fracture. If not successful, Total . A ee 


open reduction may be necessary. Physicians 
will refer suspected cases sooner, and par- 
ents will readily agree to early hospitaliza- 
tion if by so doing there is an excellent 
chance of cure without an operation. 
Technique 

Ravitch’s method in the use of barium 
under fluoroscopic control may be summar- 
ized as follows: (1) Insert a 45 cc. Foley 
bag catheter in rectum; (2) maintain a 3- 
foot elevation of barium reservoir; (3) per- 
sist with constant pressure if progress made; 
(4) proceed with surgical exploration if 
ileum is not well filled; and (5) instill pow- 
dered charcoal into the stomach if reduction 
is apparent. 


His criteria of reduction are: (1) free 
flow of barium into small bowel; (2) return 
of feces or flatus with barium; (3) disap- 


pearance of mass; (4) clinical improvement, 
and (5) recovery in stool of charcoal. 


Summary of Cases 

Twenty-two cases of intussusception in the 
pediatric age group have been seen at the 
North Carolina Baptist Hospital from 1946 
through 1959. This represents 20 patients, 
2 having been admitted twice for a recur- 
rence of the condition. There were 14 males 
and 6 females. Thirteen were between the 
ages of 3 months and 2 years, 6 from 2 to 4 
years of age, and 3 from 5 to 10 years of 
age. 

The predominant signs and symptoms are 
noted in table 1. The duration of symptoms 
from onset to initiation of treatment varied 
from four hours to four days. The correct 
diagnosis was suspected clinically in all pa- 
tients except the 4 showing predominantly 
the signs of small bowel obstruction. 

Our only death was in one of these, a 3 
year old girl who was admitted with a four 
hour history of intermittent abdominal pain 
and vomiting, preceded the day before by 
passage of a bloody stool without pain. The 
abdominal examination revealed no masses, 


*1 death: operative ‘mortality 1% 


or tenderness, but peristaltic rushes were 
heard that coincided with apparent pain. No 
blood was found in the stools. A plain roent- 
genogram of the abdomen was not diagnos- 
tic. After a 24-hour delay during which 
symptoms progressed, a diagnostic barium 
enema revealed an intussusception in the 
cecum. At operation an ileo-colic mass was 
reduced, and a gangreous portion of ileum 
containing an ectopic pancreatic nodule was 
resected. Hyperpyrexia and convulsions de- 
veloped during the procedure and the patient 
died two hours later. An autopsy was not 
obtained. 

Only 15 of the cases required operation, 
table 2. The clinical diagnosis in the 4 that 
were reduced spontaneously or by plain en- 
emas was certain enough to be included in 
the group. Diagnosis of the other 3 was con- 
firmed at the time of reduction by barium 
enema. The one death gives an operative 
mortality of 7 per cent and an over-all mor- 
tality of 4.5 per cent. 


Table 3 
Etiology 


15 Operative Cases 
Antecedent diarrhea 
Hyperplastic Peyer’s patch 
Meckel’s diverticulum 

Ectopic pancreas in ileum __ 

Papilloma of cecum _ 

Mobile cecum _— 
Prominent ileo-cecal valve 
Recent bowel - 

Probable etiologic in 15 oper- 
ative cases are listed in table 3. The hyper- 
plastic Peyer’s patches seemed to be the lead- 
ing points in 2 cases, and in each the appear- 
ance of the mesenteric nodes was compatible 
with a coincident diagnosis of mesenteric 
adenitis. 

Barium enema examinations were done in 
13 patients. The other 9 included those who 
improved spontaneously or after a_ plain 
enema and those who were considered can- 
didates for exploration for severe obstruc- | 
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Table 4 


Barium Enema in Intussusception 
Attempted reduction 


Successful—no surgery 38—27% 
Successful—proved at surgery 
Unsuccessful—operative treatment __ 6 


tion. In only 11 was any attempt made to 
reduce the intussusception by hydrostatic 
pressure, table 4. This was successful in 
only 3 patients (27 per cent), symptoms 
having been present 12 hours in 2 and 4 
days in the third. In 2 additional cases op- 
eration disclosed complete reduction, even 
though the terminal ileum had not filled with 
barium. Symptoms had been present less 
than 12 hours in each of these cases. 


Comment 


The two recurrent cases are of interest. 
In one, the first episode occurred at 13 
months of age, and after an unsuccessful 
attempt at reduction by barium enema an 
ileo-ileo-colic type of intussusception was re- 
duced at operation. When similar symptoms 
recurred at the age of 3 years, exploration 
was done without a preliminary enema and 
an ileo-ileal type was found to have been re- 
duced spontaneously. 

In the other the first episode occurred at 
16 months of age, barium enema was unsuc- 
cessful, and an ileo-colic type of intussuscep- 
tion was easily reduced at operation. The 
intussusception recurred at the age of 214 
years, was easily reduced by a barium en- 
ema, and the patient vvas discharged 48 hours 
later. Three months later she had a third 
episode of intermittent pain, vomiting, and 
passage of a grossly bloody stool during a 
12-hour period. She then improved spon- 
taneously, and four hours later examination 
of the abdomen was normal and barium en- 
ema showed no intussusception. A barium 
study of the small bowel was subsequently 
normal. When seen recently at age 14, she 
had had no further trouble. Undoubtedly, 
the third attack was due to another intus- 
susception which was reduced spontaneously. 

These 2 cases illustrate that a past history 
of an intussusception requiring operative 
reduction does not necessarily imply that a 
recurrent episode will demand another op- 
eration. A barium enema might prove a 
spontaneous reduction or effect a therapeu- 
tic one. 

This series of 22 cases is admittedly a 
small number from which to draw conclu- 
sions. Nevertheless, we certainly have had 
no complications from trying reduction by 
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barium enema, and the successful patients 
have gone home in less than three days. In 
retrospect several of our operative cases, 
including the fatality, might have been di- 
agnosed and treated sooner had a barium 
enema been done at the first suspicion of 
intussusception. 


Our radiologists have been reluctant to 
prolong or persist at any attempt at reduc- 
tion as long as Ravitch does. And our sur- 
geons have withheld exploration only when 
the evidence of complete reduction was quite 
convincing. Yet with this conservative ap- 
proach we have had some success and have 
done no harm. As we gain experience our 
percentage of reductions with barium enema 
may rise. The more we encourage early di- 
agnosis by requesting a barium enema in all 
suspected cases, the better chance we have 
to treat these babies safely, simply, and 
easily. 


Summary 


Intussusception should be suspected in 
any infant with a history suggestive of the 
sudden onset of small bowel obstruction. 


A satisfactory examination of the “acute 
abdomen” in an infant requires a modifica- 
tion of the order and manner of examination 
usually used in adults. The infant must be 
quiet and relaxed. 


Ravitch’s method of an attempt at reduc- 
tion by barium enema under hydrostatic 
pressure has léd to earlier diagnosis, suc- 
cessful treatment in 3 out of 4 cases, and a 
reduction in over-all morbidity. 


Twenty-two cases have been analyzed. 
Three of 11 intussusception were reduced 
by barium enema without operation. Out of 
15 operative cases there was one death, that 
attributable to a delay in diagnosis which 
could have been reached sooner if a barium 
enema had been done when first indicated. 


A barium enema in all suspected cases can 
lead not only to an earlier diagnosis, but also 
to an easier and simpler cure. 
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The Diagnosis and Treatment of Acute Diverticular 


Disease of the Colon 
E. JACKSON DUNNING, M.D., F.A.C.S. 
CHARLOTTE 


Diverticula of the colon are of two types: 
congenital and acquired. They are separate 
entities. The congenital diverticulum is a 
true diverticulum and therefore contains all 
the layers of the normal colon wall. This 
type is rare, is usually solitary, appears most 
frequently in the cecum, and seldom causes 
symptoms unless acutely inflamed”. The 
acquired variety (fig. 1), being by-products 
of degeneration, are false diverticula; they 
are usually multiple and usually appear after 
40 years of age, when the incidence in- 
creases”). These diverticula are found most 
often in the sigmoid colon and occur with 
diminishing frequency from the left side of 
the colon to the right side‘*). Predisposing 
factors—for example, narrowing, spasm, 
stasis, and increased intraluminal pressure 
—are most pronounced in the sigmoid’. 
This probably also accounts for the fact that 
the inflammation of the diverticula usually 
occurs only in the sigmoid and rarely in any 
other segment of the colon“ 

It has been said that diverticulosis coli 
will be found in 5 to 10 per cent of people 
who undergo a barium enema, and that 
about 15 per cent, or 8 patients in 1,000, will 
probably have some type of diverticulitis”. 
Undoubtedly the incidence of diverticular 
disease and its complications will steadily 
increase with our lengthening life span” ”’. 
The more diverticula present in the colon, 
the greater the chance of developing some 
form of diverticulitis, but the age of onset of 
diverticulosis does not influence the likeli- 
hood of the onset of inflammation’. 


Classification 


Diverticular disease of the colon, and of 
the sigmoid colon in particular, can give rise 
to a number of acute processes which should 
be considered: 

1. Acute sigmoiditis”’. 


This process may progress to frank 
peritonitis, or obstruction, or pericolic 
abscess formation. 

2. Perforation of a diverticulum with or 

without inflammation”. 

3. Hemorrhage. 

Bleeding may be acute and massive 
with or without diverticulitis”. 

4. Acute diverticulitis with small bowel 

obstruction. 

5. Acute diverticulitis with fistula or 

sinus formation. 

6. Acute diverticulitis with cancer or con- 

fused with cancer. 

Obviously, the complications of diverticu- 
losis coli are rarely so distinctly set apart 
clinically ; rather, the involvement or changes 
in any given case may encompass one or all 
of these pathological processes. Also it 
should be stated that any of these clinical 
pictures may appear without the slightest 
suggestion of prior colon disease'''’. 


Diagnosis 


1. Acute sigmoiditis: The typical picture 
of acute diverticulities or acute sigmoiditis 
is that of a middle-aged, obese, constipated, 
sedentary individual.with pain in the left 
lower quadrant of the abdomen” or left 
iliac fossa‘*»), A history of diverticulitis is 
helpful, for 45 per cent of patients who have 
one attack of diverticulitis will have another 
attack’. The pain and signs may be right- 
sided if the redundant and inflamed colon 
lies to that side. Also, diarrhea may be a 
complaint or diarrhea alternating with con- | 
stipation. 

Examination reveals the objective evi- | 
dence of infection—for exampie, the eleva- 
tion of temperature, pulse rate, and white | 
blood count plus the signs of intraperitoneal | 
inflammation: abdominal distention, dimin- | 
ished peristaltic activity, abdominal tender- 
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Fig. 1. Photomicrograph (x 1) of an acquired di- 
verticulum of colon. 


ness, rebound tenderness in the lower part 
of the abdomen, muscle-guarding over the 
sigmoid, and possibly a palpable sausage- 
shaped mass. The patient’s age—that is, 
whether child or adult—and the origin of 
the pain further help to distinguish this 
process from appendicitis. In appendicitis 
the pain characteristically begins above the 
umbilicus and is likely to be associated with 
nausea and vomiting, while the pain of sig- 
moiditis originates below the umbilicus and 
is less likely to be accompanied by nausea 
and vomiting’. In diverticulitis the pain 
may come and go over a period of weeks. 
Salpingitis, tubo-ovarian abscess, ovarian 
tumors, strangulated hernia, sigmoid volvu- 
lus, and mesenteric thrombosis are diag- 
noses which should be considered. A small, 
carefully administered barium enema is the 
best single diagnostic test‘. 

2. Perforation: Free perforation of a di- 
verticulum of the colon is much more com- 
mon than generally realized and usually 
happens with little or no warning’. The 
pain produced is severe and knife-like, and 
may radiate to the back, hip, thigh, anus, 
or genitalia’. Typically it is associated 
with nausea, vomiting, and distention, with 
the development of severe intraperitoneal 
reaction such as that seen in the rupture of 
any other hollow viscus. An upright chest 
film will often show the subphrenic air (fig. 
2) and narrow the diagnosis to rupture of 
peptic ulcer or diverticulum. A good history 
of any prior difficulty, together with the 
point of major abdominal tenderness, should 
aid in making the proper diagnosis. 

3. Hemorrhage: Bleeding in diverticulosis 
coli has been reported in from 4 to 28 per 
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Fig. 2. Upright roentgenogram of the chest show- 
ing subphrenic air accumulation from perforation 
of colon diverticulum. 


cent of the patients, but the number exhibit- 
ing massive hemorrhage is much smaller". 
Bleeding from other benign colon and ano- 
rectal lesions must be ruled out by barium 
enema and sigmoidoscopic examination, but 
it is especially important to rule out malig- 
nancy as a source of hemorrhage. Earley‘ 
has compiled from his experience and others 
the following criteria for concluding that 
the bleeding arises from diverticular dis- 
ease: 

1. Passage by rectum of bright or dark 
blood ; 

2. Sigmoidoscopy, barium enema, and air 
contrast studies showing diverticular 
disease and excluding other potentially 
bleeding lesions; 

3. Stomach and small intestine normal to 
x-ray visualization; 

4. Normal coagulability of blood. 


4. Acute diverticulitis with small bowel 
obstruction: 


This complication has not been adequately 
stressed in discussions of diverticulitis 
The clinical picture produced is one of acute 
sigmoiditis together with the picture of small 
bowel obstruction,—namely, nausea, vomit- 
ing, cramp-like pains, abdominal distention, 
rushes of peristalsis, and fluid-air levels in 
dilated small bowel on erect x-ray films of 
the abdomen’. This problem must be dis- 
tinguished from the myriad of causes of 
small bowel obstruction, especially those 
with associated intraperitoneal infection. 

5. Acute diverticulitis with fistula or sinus 
formation: The formation of a vesico-colic 
fistula (fig. 3) may be heralded by symp- 
toms of cystitis ™, and even after the rup- 
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Fig. 3. Barium enema roentgenogram revealing 
extensive diverticulosis of sigmoid colon and air 
in the bladder as a result of a vesicolonic fistula. 


ture into the bladder has taken place the 
patient’s symptoms are largely directed to 
the genitourinary tract”. Cripps" has 
stated that inflammatory lesions more fre- 
quently cause sigmoidovesica] fistulas than 
do malignant lesions. Fistulas between the 
colon and affixed small bowel may occur, with 
resultant abdominal cramps and diarrhea, 
or the inflammatory process may burrow to 
the skin to form a colocutaneous sinus. 


6. Acute diverticulitis and cancer: Al- 
though the simultaneous occurrence of these 
two processes is rare’), the problem of dif- 
ferentiation arises often. The problem has 
been touched on under “Hemorrhage,” for 
here the suspicion of malignancy is great. 
The distinction may also be difficult in the 
other classes—for example, acute sigmoid- 
itis with obstruction, or even perforation. 
X-ray examination is the best method of es- 
tablishing the true diagnosis, for there are 
some very definite differences in the appear- 
ance of malignancy as contrasted with that 
of the complications of diverticulosis"’. 
Even so, in a high percentage of cases the 
diagnosis is not known until operation or 
even until a microscopic report is rendered 
(» 18) For this reason the colon specimen 
should be opened in the operating theater 
to be certain that a malignancy has not been 
overlooked and inadequately resected. 
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Treatment 


Treatment in any case of acute diverticu- 
lar disease must be sensibly individualized, 
because, as stated earlier, any one case may 
present some aspect of any or all of our arbi- 
trary classification. 


1. Acute sigmoiditis without sufficient re- 
action to produce either paralytic ileus or 
progression or obstruction can be treated 
by a nonoperative regimen such as bed rest, 
antispasmodics, oral liquids, stool softeners, 
and intestinal antiseptics. The preferred 
antibiotics range from sulfasuxidine to a 
combination of penicillin-streptomycin. If 
the condition progresses under this program, 
therapy must be stepped up to nothing in- 
gested by mouth, nasogastric suction, paren- 
teral fluids, parenteral antispasmodics, and 
parenteral antibiotics. If the inflammatory 
process is checked, prophylactic resection 
should be seriously considered. If on the 
other hand the process is not checked and 
further complications loom, a loop colostomy 
should be carried out in the right transverse 
colon with elective sigmoid resection in four 
to eight weeks. 

Whenever a case of acute diverticular dis- 
ease progresses to the point that a colostomy 
is necessary, then the involved bowel should 
be resected before the colostomy is closed'™ 
‘la, 13,169) At resection it is not necessary to 
remove all of the colon containing diverti- 
cula, but it is essential that the entire sig- 
moid be removed lest residual sigmoid di- 
verticula lead to recurrent diverticulitis”. 

One other operative approach to acute sig- 
moiditis needs to be mentioned: the acute 
sigmoiditis found unexpectedly at operation. 
In this situation several methods of handling 
diseased bowel are available: an exteriori- 
zation procedure, formation of a proximal 
colostomy, or a delayed one-stage resection 
after preparation. 


2. Perforation of a diverticulum of the 
colon is best treated by a proximal colostomy 
and drainage of the pelvis. No effort should 
be made to track down the exact spot of 
leakage with an attempt to oversew the 
opening in inflamed and necrotic tissues. Ex- 
teriorization of the diseased colon segment 
has been carried out, and even a nonopera- 
tive technique has been used, but proximal 
colostomy and drainage is safest. Again, 
once the diverticular disease has progressed 
to the point of rupture, resection should be 
the ultimate goal. 
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3. Hemorrhage from diverticular disease 
with or without inflammation will often sub- 
side on nonoperative measures’. This then 
allows for an elective resection on a proper- 
ly prepared bowel. A nonoperative measure 
which may produce a dramatic cessation of 
bleeding is the barium enema‘). Presum- 
ably the barium enters the offending diverti- 
cula and produces a tamponade effect. The 
minority of patients who do not stop bleed- 
ing on a nonoperative approach will, of 
course, require an emergency colon resec- 
tion. These are usually older patients’. 

4, Acute diverticulitis with small bowel 
obstruction must be recognized and not 
treated by proximal colostomy alone for ob- 
vious reasons”. Intensive nonoperative 
treatment may be condoned for 24 or even 
48 hours if the obstruction seems to be par- 
tial and possibly due to exudation and edema. 
If there is no relief of the obstruction or if 
the obstruction recurs, it is necessary to 
form a colostomy and free the small bowel 
obstruction. 

5. Acute diverticulitis with fistula or sinus 
formation should be treated by a proximal 
colostomy and eventual resection of the dis- 
eased colon. Simple dissection of a colo-cut- 
aneous sinus or a colon fistula with closure 
invites a recurrence. Also, to close the prox- 
imal colostomy without resecting the dis- 
eased colon in cases of fistula and sinus in- 
vites recurrence”. 

6. Acute diverticulitis and cancer produce 
a much greater sense of urgency to proceed 
to wide resection of the involved bowel. Ear- 
ly proximal colostomy may diminish the in- 
flammation more quickly than a nonopera- 
tive approach, and resection may be carried 
out within two to three weeks, leaving the 
proximal colostomy as a protection against 
suture line leakage. 

Summary 

Acute effects or complications of diverti- 
culosis coli have been arbitrarily divided 
into: acute sigmoiditis, perforation, hemor- 
rhage, acute diverticulitis with small bowel 
obstruction, acute diverticulitis with sinus or 
fistula formation, and acute diverticulitis 
with associated malignancy. Some sugges- 
tions have been made as to the methods of 
diagnosing and treating these complications. 
The nearest common denominator seems to 
be that the more frequently we resect the 
colon in symptomatic, progressive diverticu- 
lar disease, the less often these complications 
will have to be treated. 


10, 
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Diagnosis and Treatment of Acute Cholecystitis 


WILLIAM W. SHINGLETON, M.D.* 
DURHAM 


Because of the rapidly increasing number 
of older people in the population, the inci- 
dence of complications arising from chronic 
biliary tract disease is on the increase. 
Among these complications is acute cholecy- 
stitis. For example, during a 26-year period 
(1932-1958) at the New York Hospital, 
5,037 operations were performed for non- 
malignant biliary tract disease, 1,028 of 
which were for acute cholecystitis’. It has 
been estimated that approximately 10 per 
cent of the entire population have gallstones, 
and the incidence is about four times as fre- 
quent in women asin men’. Approximately 
10 per cent of these patients may be ex- 
pected to develop acute cholecystitis. 

The etiology of gallstone formation is still 
unknown in spite of intensive research. 
Neither is the mechanism of the development 
of acute cholecystitis completely understood. 
A common clinical finding in acute cholecy- 
stitis, however, is the presence of an im- 
pacted stone producing obstruction of the 
cystic duct. Although acute cholecystitis may 
occur in the absence of cholelithiasis, this is 
the exception and not the rule. Most stu- 
dents of the disease feel that with obstruc- 
tion of the cystic duct, the concentration of 
bile in the obstructed gallbladder is in- 
creased, giving rise, initially, to a chemical 
inflammatory reaction, resulting in edema of 
the wall of the organ. This, in turn, leads 
to impairment of the circulation and event- 
ual invasion of the damaged tissue by bac- 
teria. Although bacteria can conceivably 
enter the organ from the blood stream by 
direct invasion from adjacent organs or 
originate from the bile, evidence suggests 
that the bacterial invasion occurs most often 
via the lymphatic vessels’. Bacteria can be 
cultured from approximately 50 per cent of 
acutely inflamed gallbladders, and the most 
common organisms recovered are Esche- 
richia coli and streptococci‘*?. 


Diagnosis 


Cholecystography provides the single most 
helpful procedure in establishing the pres- 
ence or absence of chronic gallbladder dis- 
ease. The most helpful diagnostic procedure 


*From the Department of Surgery, Duke University Med- 
ical Center, Durham, North Carolina. 


in acute cholecystitis, however, is the phys- 
ical examination of the patient. The symp- 
toms are strikingly uniform in a majority 
of cases. 

The attack usually begins with the devel- 
opment of moderately severe epigastric or 
right upper quadrant pain, often radiating 
to the back, scapula area, or right shoulder. 
The pain is usually quite severe, requiring 
narcotics for relief, and is usually associated 
with nausea and vomiting. Chills and fever, 
or fever alone, develop during the attack. 

The physical signs consist of tenderness, 
muscle spasm, and rebound tenderness in the 
right upper quadrant; there is often a pal- 
pable mass in this area, representing the 
distended gallbladder. A mild jaundice is 
often present. If perforation of the gallblad- 
der has occurred, a palpable mass represent- 
ing a walled-off abscess, or generalized peri- 
toneal signs representing a bile peritonitis, 
will be present. 

Laboratory studies in acute cholecystitis 
reveal a leukocytosis and, in some cases, mild 
elevation of serum bilirubin. Serum amylase 
may be elevated in cases associated with pan- 
creatitis, which is usually of the edematous 
variety. An intravenous cholangiogram may 
result in visualization of the common duct 
but non-filling of the gallbladder’. 

Acute cholecystitis must be differentiated 
from other acute abdominal inflammatory 
conditions, such as perforated duodenal ul- 
cer, acute cholecystitis, acute pancreatitis, 
acute diverticulitis, hepatitis, and abscess of 
the liver. Renal disease and coronary throm- 
bosis also should be included in the differ- 
ential diagnosis. 


Treatment 


The patient with acute cholecystitis may 
be treated with or without operation during 
the acute attack. Although certain physi- 
cians may, by choice, treat all their cases by 
one or the other of the two methods, many 
now hold that the method chosen be fitted to 
the individual patient, based upon consider- 
ation of a variety of factors bearing upon 
the mortality and morbidity of the disease. 
Some of the factors are: 

1. The duration of symptoms when the 

patient is first seen 


Au 
‘ 
] 
car 
du 
acu 
mo 
Lal 
sur 
str’ 
rep 
pat 
tree 
Ger 
per 
in { 
on 
4 pat 
; Hos 
| in 
| in t 
| T 
emy 
| | tom 
| tom 
com 

| by 
and 
follc 
for 
4 | ing 
| 2. 
3. 
It sl 
mati 
obse 
A ture 
duct 
cedu 
or p 
nono 
be 
serio 
Dose 
prior 
ever, 
bas 
| | 


60 


August, 1960 


2. The accuracy of diagnosis 

3. Age of the patient 

4. Presence of associated disease 

5. Severity of the disease when patient 
is first seen. 


Prevailing opinion holds that operation 
can be carried out in a majority of patients 
during the early stages (48 to 72 hours) of 
acute cholecystitis with a low mortality and 
morbidity, and with a shorter hospital stay. 
Large groups of patients treated by both 
surgical and nonsurgical methods with no 
striking difference in mortality have been 
reported. Thus Bartlett’ reported on 592 
patients treated surgically and 124 patients 
treated nonsurgically at the Massachusetts 
General Hospital with a mortality rate of 3 
per cent in the surgical cases and 4 per cent 
in the nonsurgical cases. Becker’ reported 
on 679 patients treated surgically and 381 
patients treated nonsurgically at the Charity 
Hospital in New Orleans. The mortality rate 
in the surgical group was 6.6 per cent, and 


| in the nonsurgical 5.5 per cent. 

The types of operative procedures usually 
employed are cholecystectomy, cholecystec- 
tomy and choledochostomy, and cholecystos- 
tomy. The incidence of exploration of the 
common duct during operation as reported 
by several authors'*”’ varies between 10 
and 40 per cent. It is suggested that the 
following conditions constitute indications 
for exploration of the common bile duct dur- 
ing operation for acute cholecystitis: 

1. Palpable stone in duct 

2. Jaundice with bilirubin above 5 mg. 

per 100 ml. 

38. Associated pancreatitis. 

It should be pointed out that if the inflam- 
matory reaction around the common duct 
obscures anatomic identification of struc- 
tures in the area, exploration of the common 
duct, even when indications exist, may be 
deferred and performed as a secondary pro- 
cedure later. 

Cholecystostomy is used in the acutely ill 
or poor risk patient who fails to respond to 
nonoperative treatment. The procedure can 
be carried out under local anesthesia with 
only slight risk and may be life-saving in this 
| seriously ill group. 
| The complication to be avoided, if at all 
possible, is perforation of the gallbladder 
prior to surgical intervention. At one time 
this complication was considered rare; how- 
ever, the several reported series suggests 


_ that it develops in 10 to 25 per cent of pa- 
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tients with acute cholecystitis”. Three types 
of perforations occur: (1) perforation into 
the free peritoneal cavity, the most serious; 
(2) perforation with walled-off abscess, the 
least serious; and (3) perforation into an 
adjacent viscus, often the colon. The man- 
agement of perforation with generalized 
peritonitis is cholecystectomy with drainage 
of the peritoneal cavity. The treatment of 
perforation with localized abscess is initially 
a nonoperative program including stomach 
suction, antibiotics, and intravenous fluids. 
Interval cholecystectomy should be carried 
out later. Treatment of perforation into an 
adjacent viscus consists of cholecystectomy 
with repair of the perforation into the in- 
volved viscus. 

The principles of nonsurgical treatment 
are bed rest, stomach suction, antibiotics, 
and intravenous fluids and electrolytes. This 
treatment should be continued until the pa- 
tient is pain-free and the temperature and 
leukocyte count have returned to normal. 

An interesting approach with which the 
author has had no experience is the use of 
procaine block of perirenal or splanchnic 
nerve. A Russian surgeon, Ossipov’, has 
recently reported on this technique. It is 
my opinion that, as in acute pancreatitis, 
regional procaine injection in acute cholecys- 
titis favorably influences the acute inflam- 
matory process. Patients are initially given 
a paranephric procaine block, some of which 
respond (no figures given); those who do 
not respond are operated on during the first 
24 hours, under local anesthesia. Under this 
method there were 9 deaths in 285 opera- 
tions, a mortality rate of 3.1 per cent. 


Experience at Duke Hospital 


The charts of 100 consecutive cases of 
acute cholecystitis treated at Duke Hospital 
from 1953 through 1959 were recently re- 
viewed. Fifty-one patients were operated 
on during the acute attack, and 49 patients 
were treated nonoperatively. Thirty-one 
were males and 69 were females. Forty-two 
patients were under 50 and 58 patients were 
over 50 years of age. Twenty-one patients 
were over 70 years of age and seven patients 
were over 80. Operation was carried out in 
the following circumstances: 

1. In patients seen early in the disease 
(48 hours) who were good or reason- 
able surgical risks 

2. In patients where diagnosis was in 
doubt 
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3. In patients who did not respond or 
grew worse during medical treatment 


4. In patients who exhibited signs of im- 
pending or actual perforation of the 
gallbladder. 


The results of treatment and type of op- 
erative procedure used in the 100 cases of 
acute cholecystitis are shown in table 1. One 
of the deaths in the surgically treated group 
resulted from cardiac arrest which developed 
during operation, and autopsy showed, in 
addition to acute cholecystitis, marked cor- 
onary atherosclerosis. The other death in 
the surgical group occurred in a patient who 
had acute cholecystitis five days following 
inferior vena caval ligation for multiple pul- 
monary embolism. The patient was operated 
on 24 hours following the onset of abdom- 
inal symptoms and was found to have a per- 
forated gallbladder, which was removed. The 


patient died two days later, presumably from 
peritonitis; no autopsy was obtained. 


The one death in the nonoperatively 
treated group occurred in a patient who was 
admitted to the hospital with signs of gen- 
eralized peritonitis and who died 24 hours 
later. The cause of the peritonitis was not 
established prior to death. Autopsy revealed 
a generalized bile peritonitis from perfora- 
tion of an acutely inflamed gallbladder. 


Certain associated diseases encountered 
in the 100 patients treated for acute cho- 
lecystitis are of interest. Five patients had 
acute pancreatitis. All these patients had a 
serum amylase level above 500 Somgyi units 
when first seen before operation. Operation 
was deferred in all these patients during the 
acute attack. Three patients were found to 
have carcinoma of the pancreas in conjunc- 
tion with acute cholecystitis. In one case 
acute cholecystitis developed after an opera- 
tion for an unassociated condition. 


Summary and Conclusions 


A review of the diagnostic features of 
acute cholecystitis is presented. Diagnosis 
can be established in a majority of patients 
early in the acute attack. The most helpful 
diagnostic procedure is. accurate observation 
of physical signs associated with the disease. 
Intravenous cholangiography performed 
during an acute attack may be helpful. 
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Table 1 
Mortality in Surgical and Nonsurgical Treatment 
of Acute Cholecystitis 
0. 
Cases Deaths 


Treatment Mortality 
Nonoperative —— 49 1 2% 
Operative 2 4% 
Cholecystectomy __ 40 1 
Cholecystectomy 6 0 
Cholecystectomy } 6 0 
Choledochostomy 
Cholecystostomy 5 1 


Results of treatment in acute cholecysti- 
tis, as reported in current medical literature, 
suggest that patients can be treated both op- 
eratively and nonoperatively with a similar 
mortality. 


A review of 100 consecutive patients with 
acute cholecystitis treated at Duke Hospital 
from 1953 through 1959 shows that approx- 
imately one half of the patients were op- 
erated upon during the acute attack, and 
the other half were treated nonoperatively, 
Mortality rates were similar in the two 
groups. The indications for operation and 
management of complications are discussed, 
It is concluded that treatment of patients 
should be individualized, and that the form 


of treatment chosen should be that which is | 
best suited to the specific situation in each 


individual case. 
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Acute Surgical Conditions 


Associated with Pelvic Endometriosis 


ROBERT A. Ross, M.D.* 
CHAPEL HILL 


The problem of endometriosis deserves 
deliberate consideration in a symposium 
dealing with acute surgical conditions of the 
abdomen. The “acute abdomen” generally 
is well understood and its importance recog- 
nized. Though the qualified surgeon is capa- 
ble of meeting emergencies as they arise, 
anticipating the correct diagnosis allows for 
better preoperative care, better definitive 
measures, and greater assurance that the 
patient will be maintained as a normal an- 
atomic, biologic, and psychologic woman. 


Diagnostic Criteria 

The compelling reason for placing a case 
of endometriosis in the category of surgical- 
ly acute conditions would probably be one 
or a combination of several symptoms and 
findings: Intra-abdominal bleeding, intesti- 
nal obstruction, lower abdominal infection, 
bleeding from the urinary tract, and rectal 
bleeding are the most common in the acutely 
ill patient. The patient would likely be in 
the 20- to 40-year age group; she would give 
a history of increasing dysmenorrhea or ac- 
quired dysmenorrhea; the menstrual cycle 
probably would have been altered; if mar- 
ried, she might give a history of sterility; 
previous uterine currettement or pelvic op- 
erations are not uncommon. The patient 
must have or have had a uterus and func- 
tioning ovarian tissue in order to have en- 
dometriosis; however, intestinal obstruction 
can occur after castration or hysterectomy 
in patients who have had proven endometri- 
osis. 

The acute symptom or symptoms are eas- 
ier to explain than those of chronic or pro- 
gressing pelvic endometriosis. A transplant 
to the ovary can rupture, giving signs and 
symptoms similar to an ectopic pregnancy 
or bleeding from a ruptured graffian follicle; 
or it can become twisted, thus actually be- 
coming a twisted ovarian cyst with the re- 
lated complications: old blood and cellular 
material can escape from an area of endom- 
étrial transplants and give all the evidence 
of acute appendicitis or salpingitis, or such 


*From the Department of Obstetrics and Gynecology, Uni- 
versity of North Carolina School of Medicine, Chapel Hill. 


areas can themselves become infected. Large 
and small intestines can become adherent to 
endometrial nodules with resulting intestinal 
obstruction, or the process can involve the 
bowel wall, usually rectosigmoid, and grad- 
ually produce obstruction. In two instances 
we have been confronted with hematuria 
and ureteral pain with symptoms similar to 
renal calculus and have found endometrioma 
of the broad ligament and pelvic brim with 
hemorrhage. 

Abdominal palpation or auscultation yields 
little that is distinctive. Pelvic examination, 
however, may disclose something that could 
suggest pelvic endometriosis. Tenderness 
and “beading” of the uterosacral ligaments 
is a common finding, and there is usually 
more fixation of the uterus and adnexae 
than one finds certainly in appendicitis or in 
a patient with initial salpingo-oophoritis. 
Although bilaterality is common in the dis- 
ease, usually one ovary and tube is more ad- 
herent than the other. The rectovaginal sep- 
tum may be obliterated, is unusually tender, 
or perhaps has findings similar to ruptured 
ectopic pregnancy. Rarely, a suggestive spot 
is encountered on the cervix or vaginal mu- 
cosa that would add to the suspicion of 
endometriosis, but this sign is uncommon. 


Treatment 


The management of these acute complica- 
tions of endometriosis is surgical, but con- 
servative treatment is usually possible. The 
conservation of ovarian tissue and an at- 
tempt to preserve and promote fertility is 
laudable and often rewarding. Endometri- 
osis is one of the few conditions in which 
“piecemeal” surgery in the pelvis is justi- 
fied. An infected endometrioma is excised, 
usually without drainage; a bleeding area 
is usually removed; when intestines are ad- 
herent or kinked, they are freed and the 
implants excised or fulgurated; when pelvic 
viscera are distorted, they are replaced and 
raw areas protected. If the patient’s con- 
dition is satisfactory and if she has had se- 
vere dysmenorrhea, pre-sacral neurectomy 
could be included and will often give grati- 
fying relief. Prolapsed and adherent ovaries 
and tubes should be freed and suspended 
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with minimal trauma. A uterus that is path- 
ologically fixed in retroversion might offer 
one of the few remaining justifications for 
the procedure of uterine suspension. 

Endometrioma of the bladder and rectum, 
usually the anterior wall, sometimes are so 
extensive that partial resection of the viscus 
is necessary for relief; and if the process is 
quite extensive, castration might be neces- 
sary. If in doubt, one is usually safe in being 
conservative, since castration can later be 
accomplished by x-ray. 

Culdoscopy carries a hazard in extensive 
pelvic endometriosis and is of value chiefly 
in the differential diagnosis of obscure pelvic 
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complaints with little or no palpatory find. 
ings. 


Conclusion 


In a discussion dealing primarily with the 
acute complications possible in pelvic en- 
dometriosis, it is not necessary to outline the 
ideas regarding histogenesis nor to relate 
the most recent studies of the response to 
endocrine therapy. The background and 
current management of this condition make 
fascinating study. Such a study is definitely 
warranted in the effort to reduce the increas- 
ing incidence of this crippling lesion. 


Medical and Hospital Costs of the Aged — 
A Current Appraisal 


WALTER POLMER, PH.D. 
MADISON, WISCONSIN 


The medical profession is now facing a 
problem which it has to a large extent cre- 
ated. The United States has a population 
of more than 175 million persons, of whom 
16 million are aged 65 years and over. The 
persons in this age group are increasing at 
about twice the rate of the over-all popu- 
lation. 

Wherever one turns in the literature on 
aging there echoes the theme crisply stated 
by Piersol and Bortz in the late 1930’s: “The 
society which fosters research to save human 
life cannot escape responsibility for the life 
thus extended. It is for science not only to 
add the years to life but more important to 
add life to the years.” But will the added 
years of life be burdened by disease, illness, 
disability, and high medical costs? 

Persons aged 65 years and over are be- 
coming increasingly aware of the value of 
good medical care. Certainly they have rea- 
son to be thankful for this type of medical 
care. In the past, pain, disability, and seri- 
ous illness involved relatively little expense, 
because there was little that could be done 
for a sick person. Now pain and disability 
can often be avoided and death significantly 
postponed, but at the cost of more visits to 
the physician, more admissions to hospitals, 
more use of drugs and other treatments. All 
these medical expenses must be met either by 
the elderly patient, his family, the physician, 


the hospital, or society. In the light of de- 
creasing mortality among the middle-aged 
and the aged, the recent increases in the cost 
of medical care do not seem excessive. In 


fact, some authorities believe that we do not | 


yet spend enough for health care. 


Rising Expenditures for Medical Care 


As part of their rising standard of living 
today, the American people are spending 
more money on medical care than ever be- 
fore. Part of the increase reflects popula- 
tion growth and rising prices; even on a per 
capita basis and with prices held constant, 
medical spending has increased. For this 
large outlay, the American consumer today 
receives a greater quantity and variety of 
improved medical services. 

Studies by the Health Information Foun- 
dation indicate that in 1929 Americans spent 
$3 billion for medical care. 
four years, as economic activity contracted, 
annual expenditures dropped by about one- 
third, reaching just below $2 billion in 1933. 
Expenditures for medical care have in- 
creased each year since then. In 1959 the 


public spent an estimated $22 billion, about 
7 times as high as in 1929. | 
Gross expenditures for medical care since 
1929 reflect a rise in spending by consumers | 
not only for the total, but also for each major 
component of the medical care index in both 
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gross and per capita terms. Payments to 
the physician, largest of the components, in 
1929 through 1954 rose from $959 million 
in 1929 to over $2.5 million in 1957. Al- 
though impressive, this increase has been 
overshadowed by other components. The 
physician’s share of the medical care dollar 
dropped from 32.6 to 24.5 cents. In contrast, 
spending for hospitals rose from $403 mil- 
lion in 1929 to $3,884 million in 1957. In 
like manner, expenditures for hospital and 
medical care insurance rose from $108 mil- 
lion in 1929 to $1,064 million in 1957. 

Part of the increase in spending for med- 
ical care followed the swelling income of the 
American people. Disposable personal in- 
come — that is, income after taxes — rose 
from $683 per capita in 1929 to $1,812 per 
capita in 1957. Medical expenditures con- 
stituted 3.5 per cent of disposable personal 
income in 1929; it then rose to 4.4 per cent 
in 1932. By 1957 spending for medical care 
amounted to 4.9 per cent of the disposable 
personal income. The American consumer, 
including the aged person, has been putting 
greater emphasis on medical care. Medical 
care is now becoming an important part of 
the American standard of living. 

Economists must consider the over-all pic- 
ture in analyzing a situation. Analysis, how- 
ever, does not prevent the economist from 
understanding that’ while he may speak of 
billions of dollars or millions of people, it is 
still the individual aged person and his fam- 
ily that is most important. All analysis will 
concern large groups. The prime interest of 
the research still is the individual. 

A large segment of the older population 
does not receive active hospital or nursing 
eare. According to available information, 
about 1.8 per cent of all older people are in 
the hospital a single day and occupy less 
than 20 per cent of the total number of pa- 
tient beds in short-term general hospitals. 
Yet, the recent report of the Commonwealth 
of Massachusetts stated: “Persons past 65 
years of age have the highest rates of chronic 
disease and disability of any age group. Al- 
most one in every two aged persons has a 
chronic disease or impairment. While they 
make up just 8% of the population, on any 
given day, they occupy 18% of our general 
hospital beds, 22% of our long-term hospital 
beds and 80 to 90% of the beds in nursing 
homes. In addition, it has been estimated 
that 16% of the aged were suffering from a 
form of disability lasting more than six 
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months as opposed to only 3% of the work- 
ing age adults. Not only is their average 
length of stay longer in the hospital, nursing 
homes and other institutions, but aged use 
the services of a physician more often than 
do any age groups.” 

The average cost of medical care for those 
65 years and over is higher than for the gen- 
eral population. The Health Information 
Foundation found in the early 1950’s that 
persons 65 years of age and over averaged 
$102 per person in expenditures for private 
personal health services, or 57 per cent more 
than the $65 per person cost in general pop- 
ulation. 

The rise in the aged population has 
brought about many conferences, institutes, 
meetings, and statements of experts. It is 
the purpose here to present a background for 
viewing the expenditures for medical and 
hospital care of the aged based on current 
research. 


Medical Costs 


Let us be practical about this matter of 
medical costs. For some, any medical ex- 
penditure will be a problem; for others, vir- 
tually no medical expenditure will be a prob- 
lem. It becomes important to remember that 
we are discussing only the purchase of the 
best type of medical care. This is the type 
of medical care that will answer the organic 
or psychological problem facing the aged. 
Apparently no sum is too great for most 
people to spend in order to preserve life. 
Medical care is not confined to stays in the 
hospital or visits to the physician, For the 
aged: medical care consists also of preventive 
and rehabilitative processes needed to main- 
tain the aged person in active life in the 
community. Although preventive medicine 
is of growing importance, the emphasis here 
will be on the hospital and physician charges. 
This is because of lack of research on the 
actual payments for the rehabilitative ele- 
ments of medical care. These elements, how- 
ever, are primordial in maintaining the aged 
person in the community and lowering fu- 
ture medical costs. 

The present health conditions of the na- 
tion are improving. Besides medical ad- 
vances, changes in housing, nutrition, edu- 
cation, and employment for the American 
people in the last half century cannot be 
overlooked. Although preventive medicine, 
rehabilitation, and recreation are important, 
they will not be emphasized—in order that 
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we can concentrate on more controversial 
research. 


“Disease” and “Disability” 

We have the unhappy habit of using the 
words “illness,” “disease,” and “disability” 
as if they were interchangable. The ma- 
jority of us have some type of disease. Some 
have bad eyes and wear glasses; others have 
sinus conditions or asthma; others have va- 
rying degrees of arthritis. All these are 
diseases. Each may be important to the in- 
dividual, but the key point is the extent of 
disability resulting. Too quickly it is pointed 
out that the morbidity of the aged is four 
times that of persons aged one to 14. The 
key question still is: Does the disease cause 
the individual disability and higher medical 
costs? If the individual has adjusted him- 
self to the disability, as have those of us 
who wear glasses, does the condition really 
matter? A chronic disease does not neces- 
sarily constitute a chronic illness problem. 


Large Bills for Medical Care 

Hardly anyone likes to pay a doctor’s or 
hospital bill; the majority of us never do 
pay a high bill. In a recent survey made by 
the magazine Medical Economics to deter- 
mine the highest bills charged by physicians, 
the median highest charge for 171 special- 
ists was $650. Most bills for medical care 
in any one year are less than $300. The 
majority of the people do have more than 
$300. A recent survey by the New Jersey 
Blue Cross shows what this would mean. 
The New Jersey Blue Cross has a 120-day 
basic hospital care plan. Their study indi- 
cated that out of every 100 claims filed under 
this plan, 90 were paid in full by the plan. 
Six were paid partially by the plan and only 
four went into the area of extended, high- 
cost medical care. Therefore, probably less 
than 10 per cent of those receiving hospital 
care have high medical bills. The National 
Health Service has shown that approximate- 
ly 90 per cent of the aged who enter a short- 
term general hospital are discharged in less 
than 30 days. These persons, however, fear 
that they will be one of those 10 who remain 
more than 30 days. They fear that they will 
be among those 4 whose bills will extend be- 
yond the 120 days of the basic Blue Cross 
policy. This is a situation which we must 
come to grips with. 

Does anyone really want to cut the high 


‘expenditures for medical care? Would the 


aged person prefer to do without medical 
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and hospital care rather than pay for these 
services? Would the physician prefer to give 
his patient less than the best possible med- 
ical management? Would the hospitals rather 
not have the radioisotope department take 
care of patients? I think the answer is that 
everyone wants the best possible type of 
medical care and is willing to pay for it, if he 
can. 


Medical expenditures have been rising 
since 1945. We do not have the statistics 
for the entire aged population, but we do 
have them for the population as a whole. 
We may have paid too much attention to 
the relative increase in medical costs and too 
little to what medical care would have been, 
had these expenditures not been made. At 
the present time the entire population pays 
about $2,500,000,000 for physician services 
as contrasted with about $1,500,000,000 in 
1949. When it is considered that in the same 
period of time the national income rose from 
$400 billion to approximately $440 billion 
this does not seem a very great rise. The 
same should be said for hospital costs. We 
have doubled hospital expenditures since 
1949—from roughly $2 billion to $4 billion. 
This may not be too great a price to pay 
for an increase of over 150,000 new hospital 
beds. A hospital bed must be paid for wheth- 
er it is being used or not. The hospital must 
be ready to take care of the patient in emer- 
gencies, and it costs roughly 70 per cent of 
the cost of an occupied bed to maintain an 
unoccupied bed. 


Paying Medical Care Costs 


These figures are averages, but are the 
aged able to pay for these services? One 
report stated that 60 per cent of the aged 
have an annual income of less than $1,000. 


The aged are not isolated. The majority are | 


living either with their spouses or with a 
family. For example, there is the aged wid- 
ow who would normally move in with the 
daughter’s family, if at all possible. This 
widow has a very small income, but she prob- 
ably pays no rent and receives some type of 


income from the daughter’s husband whether | 
he likes it or not. In a medical crisis the | 


— 


family will, according to recent research, | 


come together to aid the mother. The mat- 
ter of income is not the entire story of the 
aged’s resources to pay for acute illness. 


By the time the aged person has left the | 


labor market or entered widowhood, there 
has been an accumulation of assets and in- 
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come. The direct income from labor market 
activity may not be too great: but the in- 
come based on assets may be of great value 
in a “crisis.” As an example, in 1959, an- 
nuities based on past income paid to those 
over age 65 came to nearly $450 million a 
year. Whether the aged person will consider 
this income or annuities is a question which 
research can throw little light on. 
According t» available research, the ma- 
jority of aged persons pay their entire 
charge to the hospital and the physician. 


Voluntary Health Insurance 

We have been discussing this entire ques- 
tion of medical expenditures as if voluntary 
health insurance did not exist. Of course it 
exists and is utilized by an increasing num- 
ber of aged persons. In 1951 it was esti- 
mated that about 1,800,000 persons aged 65 
and over, or 15 per cent, were covered by 
voluntary health insurance. By 1958, 43 per 
cent or 6,600,000 aged persons were being 
covered by voluntary health insurance. Last 
year the expansion of Blue Cross-Blue Shield 
and other health insurance plans have prob- 
ably increased this number much more, 

In the past, we have stated that voluntary 
health insurance among the aged increases 
at a rate of approximately 3 per cent a year. 
If we use this conservative figure, at least 
47 per cent of the total aged have voluntary 
health insurance. Yet there are many aged 
persons who for religious and other reasons 
do not want voluntary health insurance or 
who can receive the same benefits without 
paying for it. Research provides some idea 
of the categories involved. We do not have, 
however, exact figures as to the number of 
veterans who look upon the local Veterans 
Administration hospital as ‘‘their voluntary 
health insurance” benefit. The Health In- 
surance Association of America estimated 
that in 1957 between 3 to 5 million persons 
could be included in the group that does 
want or need voluntary health insurance. If 
you take the mean of 4 million persons, an 
increasing coverage has been already pro- 
vided for the aged by voluntary health in- 
surance. 

Voluntary health insurance seems to be 
doing a good job for the majority of the 
acutely ill aged people who have it. A re- 
cent survey published by the U. S. Depart- 
ment of Health, Education and Welfare 
stated that only 14 per cent of the couples 
and 9 per cent of the individuals under Old 
Age Survivors Insurance received any bene- 
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fits from their voluntary health insurance 
to help pay for medical care. This, of course, 
is true. In order to determine what was be- 
ing spent for all medical care, the OASI 
attempted to survey all expenditures for 
medical care such as osteopathic services: 
physicians’ services, faith-healing, nursing 
home care, dentistry, hospital care, ethical 
and proprietary drugs. The result was ex- 
actly what everybody expected. The major- 
ity of aged people do not go into the hos- 
pital and do not receive any aid from vol- 
untary health insurance. It is one thing to 
say that expenditures for proprietary drugs 
is a medical care cost. I do not think that 
anyone will argue with the fact that for 
many this is true. Should voluntary health 
insurance pay for the purchases of aspirin, 
vitamins and antibiotics? The decision may 
well be that they should. If so, the cost of 
voluntary health insurance may go much 
higher than it has in the past. According to 
the statistics of the OASI survey, approxi- 
mately 20 per cent of the OASI couples used 
the hospital within a year. This would 
mean that while 43 per cent of the aged had 
voluntary health insurance, it may be that 
close to 65 per cent of all of those who were 
hospitalized received aid from voluntary 
health insurance. 

The quality of coverage provided by vol- 
untary health insurance is quite important. 
There has been no study at the present time 
that can tell us the amount of the total hos- 
pital and physician charge to the aged paid 
for by voluntary health insurance. Part of 
the research problem has been that for cer- 
tain diseases voluntary health insurance does 
not provide aid for needs such as cosmetic 
surgery or psychotherapy. Yet research in 
Michigan Blue Cross on the aged seems to 
show that approximately 90 per cent of all 
hospital bills of the aged were paid for by 
voluntary health insurance. Whether it 
should be 100 per cent is a question which 
I think should take additional study. 

Statements to the effect that voluntary 
health insurance cannot provide coverage for 
the aged come from persons who have not 
tried to provide it. As an example, in 1938 
the Federal Government called a conference 
on voluntary health insurance. The report 
found that because of the low income of the 
people of the United States, the voluntary 
health insurance movement must fail. “The 
conclusion is inescapable that considerable 
proportions of the nation’s families are too 
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poor to afford the cost of adequate medical 
care from their own resources. In the face 


of needs which are vital and urgent for, at 
least, 100 million persons in the United 
States, the Technical Committee on Medical 
Care cannot find the answer to the nation’s 
problem in voluntary insurance methods.” 


“Fortunately, the voluntary health insur- 
ance movement went ahead and provided 
coverage. They did not stop to listen to the 
experts who told them it could not be done. 
By now we have coverage for approximately 
71 per cent of the entire population. It is 
estimated that: possibly by 1975, a large ma- 
jority of the aged who need and want vol- 
untary health insurance will have it. By 
1958, for example, the number of Blue Shield 
plans that will enroll persons over age 65 
had risen from 8 to more than 30 plans, 
with many more planning to provide such 
coverage within this coming year. 


Catastrophic Illness 


The problem, however, facing many of the 
aged is not only one of actual medical ex- 
penditure. It is the fear of a high medical 
expenditure in the future. Almost everyone 
knows someone who has had to pay $1,000 
or $2,000 for medical care. In essence, we 
are discussing the chronically ill of any age. 
It is expensive to be ill. Chronic illness 
drains the resources of the individual and 
the family in time. The 85 year old person 
with chronic arthritis and the Mongoloid 
child are both chronically ill. Their needs 
must be provided for. Research seems to 
suggest a way by which this can be done. 
It has been only 10 years since the concept 
of “major medical” or prolonged illness con- 
tract appeared on the American scene. Ten 
years ago anyone who said that there could 
be a major medical plan for over $5,000 was 
laughed at. Today they are selling major 
medical plans for $10 to $20,000. In Massa- 
chusetts, the Massachusetts Blue Cross-Blue 
Shield has an experimental program to find 
out about what it would take to sell a $5,000 
“Master Medical’ or “Prolonged Illness’ 
program to the aged. One firm is already 
providing $15,000 worth of major medical 
benefits to their retirees. With the inflation- 
ary trend, $5 to $15,000 may be too small in 
the future. Perhaps it may be necessary to 
go to $40 or $50,000 in order to make sure 
that the chronically ill costs of that small 
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group of the aged are adequately taken care 
of. If a reasonable deductible clause and a 
reasonable coinsurance feature are included, 
it may be possible to sell these policies. At 
the same time, the basic contract coverage 
must be extended. 


Summary 


In facing the problem of those in the older 
age groups who are in need of medical, eco- 
nomic or social aid, one can enumerate as- 
pects of that problem, devise solutions, and 
eventually try to coordinate the different 
solutions into a program. One can also take 
one of the numerous solutions in the litera- 
ture and accept it as the answer. I prefer 
the former pragmatic approach. There are 
certain problems of medical care expendi- 


tures among the aged. They must be met. ; 
There is not one single problem, but a whole | 


series. Perhaps the solutions presented by 
an English doctor is one for us to contem- 
plate. “A completely unified and regimented 
service on the behalf of the aged would be 
akin to the nature of the problem but would 


defeat any attempt to distribute responsi- _ 


bility for them among all classes of the com- 
munity and might lessen public concern. 
Certainly, it may be unwise to allow the idea 
to gain substance that care of the aged will 
be taken over completely by the diffuse father 
figure of the state.” We are all involved, for 
health like happiness is an objective always 
to be sought even if it can never be fully 
obtained. 


In the recent book, The Image of America, 


R. L. Bruckberger,-a French Dominican +4 


Father, pointed out that our country has 
demonstrated a genius for solving social 
problems that have baffled mankind for gen- 
erations. There is very little marriage to 
dogma and ideology, but a great national 
confidence that we can find solutions to our 
difficulties. This has resulted in the willing- 
ness to experiment, to explore, to be flexible 


in our approach to social and economic prob- | 


lems and developments. The question of | 


paying for medical care by the aged will be 
met in the same way. 


(Note: An extensive bibliography has been prepared for this 
article. It may be obtained from the editor). 
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Medical Problems Facing Congress 


SAM J. ERVIN, JR.* 
WASHINGTON, D. C, 


It is a great privilege to be here today 
and to talk to you who practice the healing 
art. Any member of a legislative body is 
necessarily concerned with public health, 
because the government has been concerned 
with this problem for generations. 

We have many problems in Washington, 
but I’m inclined to think that some of the 
solutions offered are worse than the prob- 
lems. We have a very loquacious member 
of the Senate in the person of Hubert 
Humphrey. Some newspaper man writing 
about him a few days ago said he was the 
only man in public life who had had more 
solutions than there were problems. Inci- 
dentally, I think maybe the medical pro- 
fession has a few unsolved problems of its 
own. 


The Government’s Role in the 
Field of Health 


I want to talk this morning, as briefly 
as any member of the United States Sen- 
ate can talk, about the place of the federal 
government in the field of health. I think 
the federal government has a real place in 
this field, and one that has probably become 
more important as a result of existing con- 
ditions. 

The most astounding advances have been 
made in medicine during the past quarter 
century than in any other field of life. In 
the old days a doctor could carry the tools 
of his profession in a small bag, but with 
the advancement of medical science, the 
cost of treatment, when considered on a 
nationwide basis, has become enormous. 

In the days before the astronomical rise 
of the national budget, when Congress 
thought that perhaps the taxpayers knew 
better how to spend their income than Con- 
gress did, and when income taxes were 
either nonexistent or low, many people 
were able to make great contributions to 
causes and institutions such as_ hospitals 
and medical schools. But as time passed 
and the national budget rose from $3 bil- 
lion in 1930 to $79.8 billion in 1960, the 


Reporter's Transcript of an address delivered before the 
First General Session of the Medical Society of the State of 
North Carolina, Raleigh, May 9, 1060. 

*Senior Senator from North Carolina. 


federal government has been confiscating 
large parts of the individual personal in- 
come of the American people by way of the 
federal income tax. As a result, it has be- 
come virtually impossible for people to 
amass large fortunes as they did in times 
gone by, and consequently individual gifts 
to medical school and hospitals have great- 
ly diminished. This factor has added to the 
difficulties confronting the nation at this 
time. 

From the time that the Marine Hospital 
was established in 1797 down to this day, 
the federal government has had a real 
place in the field of public health. Today, 
as you know, it makes grants to state and 
local health authorities for general pur- 
poses and sometimes for specific ones. 

Then the federal government I think, has 
a right, under the Hill-Burton Act, to as- 
sist the states and communities in the erec- 
tion of hospitals. This program has been 
extended of late to include nursing homes. 

The federal government, I believe, has a 
real place in the field of medical research 
and is doing a fine job in the National In- 
stitutes of Health in Bethesda, Maryland. 

As a result of the inability of the Amer- 
ican people to make large gifts to medical 
schools, the federal government can help 
(1) through cooperative arrangements with 
the faculties of medical schools in the re- 
search field, and (2) by providing fellow- 
ships and traineeships to medical students. 
Also, I think the government has done a 
fine thing in establishing the great insti- 
tution which we now have in Cincinnati 
for study in that very essential field of 
public health. 


Objections to Pending Bilis 


I know you are interested in some of the 
medical problems now confronting Con- 
gress, and particularly in the Forand bill. 
A number of other proposals are pending. 

If I controlled the situation, I would 
postpone any consideration of these bills 
until next January, simply because most of 
them, when analyzed, appear to be designed 
to promote or protect the political health 
of some members of Congress, rather than 
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the health of the people in whose behalf 
they are supposed to be offered. 

Frankly, I believe that a serious problem 
exists in this field—one which merits the 
consideration of the medical profession, the 
Congress, the states, and local communi- 
ties. But I do not think that any of the pro- 
posals made thus far are the correct solu- 
tions. 

With no wish to be partisan, I refer first 
to the Administration Program—a _ hodge- 
podge proposal, thrown together hurriedly 
merely as what you would call a counter- 
irritant to the other political bills on this 
subject. 


Contrary to Social Security concept 


These proposals have several fundamen- 
tal objections. In the first place, being 
geared to Social Security rules, they in- 
volve a serious question as to whether or 
not we should depart from the original 
concept which underlies the system. 

This idea was that, while the system was 
compulsory in nature, when a person be- 
came eligible for Social Security benefits 
he was to receive them as a free man; that 
they belonged to him, and that he was to 
have the privilege of doing what he wished 
with them. 

A bill which undertakes to place the cost 
of medical and hospital care under the So- 
cial Security system is an absolute depar- 
ture from that concept, because it provides 
that the contracts are to be made by the 
Secretary of the Department of Health, 
Education and Welfare, except when he 
might delegate that authority to some one 
of the insurance companies. Furthermore, 
he not only makes these contracts but han- 
dles the monies for all recipients of Social 
Security benefits. So one serious problem 
confronting the American people and the 
Congress is whether or not they are going 
to depart entirely from the original Social 
Security concept that a man should be free 
to handle his own funds. 

These bills say, of course, that a man can 
select his own surgeon and his own hos- 
pital. This is not exactly true, because he 
can select only a surgeon or a hospital hav- 
ing a contract with the Secretary of Health, 
Education and Welfare, or with the dele- 
gated agent of the Secretary. Furthermore, 
he is denied the right to make any con- 
tract with respect to his treatment, because 
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he cannot contract to pay the hospital or 
the surgeon a cent more money than that 
which is to be paid by the government un- 
der the contract with the Secretary or his 
agents. 


Fail to help the neediest 

One objection, as I see it, to these bills 
in their present form is that, except the 
Administration bill and the McNamara bill, 
none of them provides any assistance what- 
ever for the people who need it the most. 
As a general rule most of the people on 
Social Security can meet their own medical 
expenses. 

At the risk of being charged with the 
same offense as was a storekeeper that I 
will now tell you about, I want to present a 
few statistics. A certain mountaineer who 
had been buying groceries on credit at the 
neighborhood store received a bill which 
was considerably more than he thought it 
ought to be. When he complained, the gro- 
cer got out the account book, laid it on the 
counter, and said: “Here are the figures; 
look at them yourself. Figures don’t lie.” 

The mountaineer said, “No, figures don’t 
lie, but liars sure do figure.” 

At the risk of falling into that category, 
I wish to quote some figures that I think 
are germane to this matter. There are ap- 
proximately 16 million people in the United 
States of the age of 64 and up, who are 
now called aged people in legislative par- 
lance in Washington. Of these approxi- 
mately 2,250,000 receive Old Age Assist- 
ance. They are, in a sense, financially desti- 
tute. They are the people who normally 
need medical, surgical or hospital treat- 
ment the worst, but are the least able to 
provide it for themselves. 

Such measures as the Forand bill make 
no provision whatever for this group of 
people. Benefits are confined to those who 
are receiving Social Security, and the aver- 
age person on Social Security, even though 
he be 65 or older, can pay his own medical 
and hospital bills. The records show that 
these bills average approximately $125 in 
the course of a year, and most Social Se- 
curity beneficiaries can handle that. 

Now, the people who receive Old Age 
Assistance do so because they are destitute. 
If there is any group of people that are in 
need, not only of the necessities of life but 
also medical care, it is they. It is true they 
receive some medical benefits through the 
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Welfare Service, and I think that those 
benefits should be expanded. 

Another group of persons that I think 
the medical profession, the Congress, and 
the state legislatures and _ state health 
authorities must consider are elderly peo- 
ple who have just enough property to be 
ineligible for Old Age Assistance but who 
would be destroyed financially by chronic, 
protracted illnesses. 

The average person under the Social Se- 
curity system does not come within this 
group, which constitutes only a minority of 
our elderly citizens. But there must be some 
system whereby discretionary power would 
be given the public health authorities to as- 
sist these persons, and there should be pro- 
vision through the Welfare Service to help 
those in a more expanded way on Old Age 
Assistance. 

Fundamentally, the trouble with the cur- 
rent proposals is that they do not help the 
people who are most in need of aid. Politi- 
cians are funny when they start doing 
something: they want to be like the rain 
which falls on the just and the unjust alike. 
In this case, they want the benefits to fall 
on the needy and those that are not needy. 
They treat them exactly the same. That is 
precisely what these bills do. 

For that reason, since they exclude peo- 
ple on Old Age Assistance and make no 
provision for those with limited means who 
suffer for long periods of time, are chron- 
ically ill, and ought to have some discre- 
tionary relief rather than relief which ap- 
plies to all alike, I am opposed to such leg- 
islation. 


Limited benefits 

The bills are inadequate for another rea- 
son. They are limited. Under these bills— 
the Forand bill, for example—a man can 
get two months of hospital treatment. That 
wouldn’t help anyone who was sick for 
months and months or a person who is 
chronically ill for several years. It is true 
he can go to the hospital for two months, 
but then he would have to get along as best 
he could, and it would be 10 more months 
before he would be eligible to go back to 
the hospital. Furthermore, provision is 
made for surgical but not medical treat- 
ment. The tragedy is that every day I re- 
ceive letters from old people urging that 
certain bills be passed, when most of the 
writers wouldn’t receive a single penny 
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under any of them, with the possible ex- 
ception of some phases of the Administra- 
tion bill, which, as I say, is a hodge-podge 
hurriedly thrown together as a counter- 
irritant for the other bills. It is a tragedy 
that the old people of this country have 
been deceived about the contents of these 
bills. They think all their medical expen- 
ses, all their hospital expenses, and all their 
surgical expenses would be covered, where- 
as the neediest people wouldn’t receive any 
benefits whatsoever. 


Threat to doctor-patient relations 

To me one of the greatest relationships 
that exists is that of patient and physician. 
These bills would certainly interfere with 
that relationship because, while they pro- 
fess that the man is free to select his sur- 
geons or free to select his hospital, he has 
to select a hospital or a surgeon who is 
under contract with the Secretary of 
Health, Education and Welfare or his 
agent. Furthermore, he cannot contract, 
however much he may need it, if he goes 
into a hospital under one of these bills, 
above the contracted for price of the hos- 
pital. Under the contract with the Secre- 
tary, he cannot make any contract to pay 
any more, even though he may need more 
than he is allowed. 

One thing is certain: when the federal 
government begins to pay medical bills di- 
rectly, the next step is standardization, and 
you are going to have standardization un- 
der the auspices of the federal government 
if one of these bills is passed. The Secre- 
tary of Health, Education and Welfare is 
to write regulations to carry out the pro- 
visions, and I doubt whether any of you 
physicians, except those engaged in public 
health work, really understand what this 
means. 

The last time I was engaged in the active 
practice of law, I subscribed to the publi- 
cation known as the Federal Register, 
which contains all federal regulations. As 
the issues came out, I had them bound and 
placed in my office for a period of 18 
months. The regulations and changes in 
regulations for only 18 months occupied a 
space of about 28 inches, by actual meas- 
urement. 

You are going to have these regulations, 
and you are going to have things stand- 
ardized, and you are going to destroy one 
of the greatest human relationships known 
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to man, the relationship of physician and 
patient; and for that reason I look upon 
these bills with grave misgivings. 

To repeat, I do think there is a problem 
here, but it lies in the case of persons on 
Old Age Assistance and those who have 
just enough to be excluded from that un- 
fortunate group, but not enough to bear the 
cost of a long illness. That is a problem 
that the medical profession, the Congress, 
the state legislatures, and public health 
authorities must be concerned with. A solu- 
tion must be found, but I-do not think that 
it lies in the adoption of a system under 
which the federal government assumes the 
responsibility for the medical needs of 
virtually all of our elderly citizens. The peo- 
ple who should be helped are those who 
need help, and the rest should be allowed 
to act as free men and free women, as the 
Social Security system in its original con- 
cept contemplated. 

I return to what I said at the beginning 
of this talk: that the kindest thing that 
can be done with this serious problem of 
the chronically ill is to postpone further 
discussion until] the atmosphere is free 
from the political bargaining which is now 
going on in Washington in reference to the 
Presidential election of 1960. 


Voluntary Health Insurance 

In my opinion, the problem of the chron- 
ically ill cannot be met entirely by the vol- 
untary insurance program. That is a mar- 
velous program, however, and I want to call 
your attention to the astounding increase 
in the number of persons protected by 
it. The figures for 1957 indicate that 
121 million people in the United States, or 
72 per cent of the total population, had 
hospitalization insurance of some kind, as 
contrasted with 37 per cent who had hos- 
pital insurance 10 years before. 

In 1957, 109 million persons in the United 
States (55 per cent of the total population) 
had voluntary insurance policies which took 
care of the hospital and surgical costs to 
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some extent. In 1957, 57 per cent had 
health policies which provided for the pay- 
ment of medical treatment, as distin- 
guished from surgical treatment, in addi- 
tion to hospitalization. In view of these 
figures, we should refrain from adopting 
any system which would tend to destroy 
the willingness of the American people to 
procure hospital, surgical, and medical in- 
surance on their own volition. 

The amounts paid under these plans is 
astounding. Also in 1957, 57 per cent of all 
the cost of hospital services in the United 
States and 31 per cent of all bills for sur- 
gical and medical expenses was paid by 
these voluntary plans. I hope that the 
services rendered by such organizations as 
Blue Cross and Blue Shield, which are do- 
ing a fine job in North Carolina, continue 
to expand, and that they will be even more 
widely accepted. 

Some of the companies today are at- 
tempting to devise policies that cover the 
needs of the aged. One of the main argu- 
ments used for the Forand bill is the great 
spread of difference between the nonprofit 
organizations, which return about 97 per 
cent of their premiums in services to their 
policyholders, and the private insurance 
companies, which do not do anywhere near 


that well. 


Conelusion 


I believe in the expansion of nonprofit 
organizations. But when voluntary insur- 
ance is improved and extended, the prob- 
lem that will still confront the medical] pro- 
fession, Congress, and the states is that of 
people receiving Old Age Assistance, and 
of those suffering long illnesses who are 
barely ineligible for Old Age Assistance. 
That is the problem that should concern 
you as well as the Congress and the state 
legislature. 

Whatever we do, we must see to it that 
the personal relationship of physician and 
patient is preserved. 


The doctor’s wife is truly the unsung hero of Medicine, because the 
extra hours of faithful service to patients and the hours spent attending 
medical meetings and studying the medical literature must be subtracted 
from the time the doctor would otherwise spend with his family. It has 
been said that the wife has the doctor when no one else wants him.— 


Rouse, M.O., South. M.J. 53:1 (Jan) 1960. 
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Leptospirosis 
Report of a Case 
WILLIAM A. LEONARD, JR., M.D. 
GREENSBORO 


For the past decade veterinarians have 
called attention to the occurrence of disease 
due to Leptospira in animal life in temper- 
ate climates. The disease in man has re- 
ceived some recent notice, but is probably 
more widespread than is generally known. 
In North Carolina it received wide recog- 
nition in 1942-1944, when it was deter- 
mined that so-called “Fort Bragg Fever” 
was due to Lept. autumnalis”’, Sporadic 
cases have been reported since'?), but the 
following is believed to be the first case re- 
ported from Guilford County. 

It has been demonstrated in this state 
and elsewhere that a wide variety of do- 
mestic and wild animals harbor the organ- 
ism), The infection apparently presents 
a chronic problem in animals, with the ex- 
cretion of Leptospirae in the urine for pro- 
longed periods. Contrary to an earlier con- 
cept, apparently any animal may harbor 
any one of a variety of recognized serotypes 
of the organism which are present in the 
United States, In other words, there is no 
apparent animal or syndrome specificity. 

Weil’s disease, a fulminating form char- 
acterized by fever, jaundice, renal damage 
and hemorrhage, was originally presented 
as the classic form of the disease in man. 
In more recent years it has become obvious 
that the more common clinical syndrome is 
presented by a mild type of infection not 
unlike grippe, influenza, nonparalytic polio, 
or aseptic meningitis. Again, as in animals, 
any one of the leptospiral serotypes may 
result in a similar clinical picture. This 
similarity to other common and benign ill- 
nesses has undoubtedly been the main de- 
terrent to its recognition. 


Case Report 


A 39 year old white male carpenter was 
weil until two days before admission, when 
he noted the sudden and progressive de- 
velopment of profound fatigue, followed 
shortly by frank chilling, generalized mus- 
cular aching, a moderate generalized head- 
ache, and a fever of 104 F. The past his- 
tory was not contributory. 


Physical examination revealed an acute- 
ly ill, toxic individual in obvious discom- 
fort. The conjuctivae were suffused. There 
were fine crepitant rales at the base of the 
right lung posteriorly and laterally. The 
heart was not remarkable except for an 
apical rate of 120. The abdomen was slight- 
ly distended but non-tender. The liver and 
spleen were not palpable, and no hepatic 
tenderness was demonstrated on  percus- 
sion. The pharynx was minimally injected. 
No significant adenopathy was noted. The 
remainder of the examination was entirely 
within the limits of normal. 


Laboratory findings: A urinalysis was 
negative. The blood count showed 8,500 
white cells, with 86 polymorphonuclears, 1 
eosinophil, 1 monocyte, and 12 lympho- 
cytes. A serologic test for syphilis was neg- 
ative. An electrocardiogram was within the 
limits of normal except for a sinus tachy- 
cardia. Roentgenograms of the chest showed 
prominent pulmonary markings at _ the 
right median base. 


The initial clinical impression was that 
of primary atypical pneumonia of unknown 
etiology. Because of the patient’s toxic 
state, however, he was started on thera- 
peutic doses of chloramphenicol. Because of 
doubt concerning the diagnosis, blood was 
drawn at the time of admission for possible 
agglutination determinations later. A blood 
culture was not obtained. 


Since antibiotic therapy had obviously 
brought about little improvement within 48 
hours, it was discontinued. (Antibiotics 
have only questionable value in leptospiro- 
sis) *’. At this time, the fine crepitant rales 
were continuously noted at the right base, 
and a few rales were present in the left 
base posteriorly. The patient continued to 
be acutely ill, and symptomatic treatment 
was used to control the muscular aching. 
The febrile course is noted on the accom- 
panying chart (fig. 1). At this point, be- 
cause of the continued presence of marked 
conjunctival suffusion, the possibility of 
leptospirosis was considered. 
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Day of 3 4 5 6 


illness 


Fig. 1. Clinical course. 


The fever and symptoms gradually di- 
minished until the sixth day of illness, when 
the patient felt reasonably well. On this 
evening he was intermittently confused and 
disoriented. He awakened on the seventh 
day with a moderately severe headache, and 
nuchal rigidity was observed. A lumbar 
puncture was done, with an initial pressure 
of 230 mm. of water and a final pressure 
of 130 after the gradual removal of 10 cc. 
of a hazy fluid. The specimen contained 300 
cells per cubic millimeter, predominently 
lymphocytes. The protein was 86 mg. per 
100 ml. and the sugar 76 mg. per 100 ml. 
Culture was sterile on routine media. 
Fletcher’s media was not available. The 
onset of the meningitis on the seventh day 
of illness and the characteristic spinal fluid 
changes) appeared to confirm the clinical 
impression of leptospirosis. 

As will be noted on the accompanying 
clinical chart, the patient had some eleva- 
tion of temperature following the onset of 
headache and stiff neck. The removal of 
spinal fluid promptly relieved the headache, 
which did not recur, and on the following 
day the patient felt well. Several days after 
discharge from the hospital he complained 
of visual blurring and was referred for 
ophthalmologic consultation with the pre- 
sumptive diagnosis of leptospira] iridocy- 
clitis. The consultant agreed and success- 
fully treated the patient with topical ster- 
oid therapy. The subsequent course has 
been uneventful. 

The pattern of antibody titer is shown in 


figure 2. 
Comment 


When the diagnosis was initially sus- 
pected, the patient and his family were 
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questioned in detail concerning fpossible 
modes of exposure to the leptospiral organ- 
ism. His occupation as a carpenter was not 
considered hazardous. He had not been 
swimming or wading in pools or streams 
that might have been contaminated. Four 
hunting dogs were kept penned on his pro- 
perty, but he admitted little or no contact 
with them. The State Board of Health in- 
vestigated his home situation and initially 
determined that he had recently helped re- 
model an old house which was apparently 
infested with rats. The dogs were bled and 
all found to be positive to Lept. canicola. 
Since surveys had shown a percentage of 
healthy dogs to be chronic renal shedders‘*? 
and since Lept. canicola was the serotype 
apparently responsible for the patient's ill- 
ness, it seemed reasonable to assume that 
the dogs were the source of the infection. 


Although the patient was exceedingly un- 
comfortable, the disease had a relatively 
brief and benign course. The iridocyclitis 
represented the sole residual defect, and 
this condition cleared with proper therapy. 
The complication has been previously re- 
ported‘®. The suffusion of the conjunctiva, 
which was present in 85 per cent of Ed- 
ward’s cases‘*’, actually presented the first 
clue to the proper clinical diagnosis. 


The biphasic course of the disease is well 
demonstrated by this case. It will be noted 
that although the patient was clinically im- 
proved on the sixth day of his illness, he 
became somewhat confused and on the sub- 
sequent day showed obvious physical signs 
of meningitis. Whether this manifestation 


| L. autumnalis | neg. 4+ 
L. australis A | - 4+ 
L. ballum 44) 1+ | 
L. canicola 4+ | 4+ 
L. hebdomalis = 
L. icterohem - 34 | 1+ 
L. pomona I+ 
[ sejroe 3+ | - 
grippotyph 3+ 1+ 
ID Day from onset 7th. 14th.| 26th. 
| of illness 


Fig. 2. Serial agglutination determinations. 
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might be more properly referred to as men- 
ingoencephalitis is not clear at this time. 


The explanation for the biphasic pattern 
has not been clarified. There is apparent 
general agreement that the first-stage man- 
ifestations are directly related to leptospi- 
remia. A positive blood culture is said to be 
possible only during this phase. The role of 
hypersensitivity in the pathogenesis of the 
second phase has been mentioned by sev- 
eral authors. Middleton’) proposed a_hy- 
persensitivity reaction to account for the 
neurologic lesions, and Davidson‘*) con- 
sidered “after-fever” to be an allergic phe- 
nomenon. Edwards‘* also expressed the 
opinion that the second stage appeared to 
be the consequence of the body’s immuno- 
logic responses. 


In this temperate climate leptospiral in- 
fections probably have seasonal variation, 
in contrast to the lack of variation in trop- 
ical areas where animal and human activ- 
ities, high humidity, and temperatures are 
more constant. Humbert'*’ considered the 
wet spring months, with their high waters 
and floods, a possible high-incidence period. 


Headache is present in all and conjunc- 
tival suffusion in 85 per cent of the cases. 
A macular or maculopapular generalized 
eruption appears between the fourth and 
eighth day in 25 per cent. Nonspecific gas- 
trointestina] symptoms are commonly pre- 
sent, and a generalized lymphadenopathy 
occurs in 40 per cent. The incidence of 
meningitis in these cases is not known, but 
it appears to develop on or about the 
seventh day of illness. Hepatomegaly, icter- 
us, and albuminuria may be present, but 
splenomegaly is rare. Cough is reported in 
25 per cent of the cases and pneumonitis is 
seen radiographically'®’. From a review of 
the available literature, the pulmonary find- 
ings do not appear to have been adequately 
investigated. 


From this summary of the symptoms and 
physical findings it is clear that the syn- 
drome may mimic many common infec- 
tious diseases. It would appear that milder 
forms of leptospirosis have gone unrecog- 
nized, and it remains for us to encourage a 
search for the disease by simple laboratory 
procedures in all cases of obscure and un- 
explained febrile illnesses. 
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Summary 


A case of leptospirosis caused by Lept. 
canicola is reported. It is considered to be 
the first such report from Guilford County. 


The widespread animal reservoir of in- 
fection in this state is noted. 


The diagnosis should be considered in all 
acute febrile illnesses associated with head- 
ache, temperature elevation, myalgia, con- 
junctival suffusion, pneumonitis, and where 
“asceptic meningitis’ or other cerebral 
symptoms develop on or about the seventh 
day. 


It is further suggested that suitable cul- 
ture material be made available at the lo- 
cal county health level for possible earlier 
diagnosis. 
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Salmonella and Shigella Infections Found 


In One Hundred Ninety-five Cases of Acute Diarrhea 
E. R. CALDWELL, JR., M.D. 


E. A. ABERNATHY, M.D. 
STATESVILLE 


In October, 1952, it was decided that all 
patients admitted to this small general hos- 
pital with a chief complaint of diarrhea 
would have a single stool culture prior to 
the institution of any therapy. This culture 
was taken from the first stol passed, and 
therapy was then started. Blood cultures 
were made in only a few selected patients in 
whom the illness seemed more severe. Rou- 
tine blood tests (hemoglobin determination, 
red blood cell count, white blood cell count, 
and erythrocyte sedimentation rate) and 
urinalyses were carried out, but are not an- 
alyzed in this report. The study was con- 
ducted to determine the bacteriologic con- 
tent of a single stool culture. It is realized 
that in private practice one cannot pursue 
as thorough a bacteriologic analysis as would 
be possible in a teaching hospital; however, 
we believe that a single specimen collected 
and mailed to the State Laboratory may be 
quite revealing in determining the cause of 
diarrhea in some cases. 

Results 

Table 1 shows that out of 195 cultures 23 
pathogenic organisms were isolated—an in- 
cidence of 11.8 per cent. Probably this fig- 
ure would have been higher if repeated cul- 
tures had been made. Twelve Salmonella and 
11 Shigella organisms were isolated. One 
case of Salmonella typhosa was discovered, 
but was not included in this series because 
no diarrhea was present. A diagnosis was 
made seriologically and finally proven bac- 
teriologically when a positive stool culture 
was obtained after several attempts. 


From Davis Hospital, Statesville, North Carolina. 
We are indebted to the North Carolina State Liboratory of 
Hygiene for the bacteriologic studies. 


Table 1 


I Salmonella 
Montevideo 
Typhimurium 
Derby 
Enteritidis 
Senftenberg 
Javiana 


II Shigella 


Sonnei I 

Flexneri 3 

Flexneri 6 

Sonnei Il 
Negative Cultures 1 
Positive Cultures 


Total Cultures 195 


I Salmonella 


Typhimurium 7 
Montivideo 1 
Derby 1 
Enteritidis 
Senftenberg 1 
Javiana 1 


Total 12 


II Shigella 
Sonnei I 5 
Sonnei Il 1 
Flexneri 6 4 
Flexneri 3 1 


Total 11 


Conclusions 


Though trained bacteriologists are not 
available in all hospitals and private office 
laboratories, it is possible, by using avail- 
able facilities, to isolate many pathogenic 
organisms and so achieve a somewhat more 
scientific approach to our practice. It is grat- 
ifying to be able to make a definite diag- 
nosis in some of the otherwise obscure types 
of diarrhea. 


South. M. J. 53:1 (Jan.) 1960. 


Every human being has an innate dread of illness, and brings to his 
doctor his fears, his hopes, and his confidence. Medical care is very def- 
initely a personal service. Science is a requisite but without sympathy is 
woefully inadequate.—Rouse, M.O.: Essential “Intangibles’”’ in Medicine, 
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NAMING NEW DRUGS 

The rapid multiplication of new drugs is 
creating a real problem for physicians, 
medical students, and pharmacists. It is 
well nigh impossible to memorize even the 
names of the hundreds of new preparations 
marketed every year—much less to learn 
their indications, contraindication, side-ef- 
fects, and dosage. The confusion is com- 
pounded by the fact that every drug has at 
least three names: chemical, generic, and 
brand. The chemical names, while admit- 
tedly more scientific, have a very limited 
application for the average medical man. 
Generic is used in the sense of Webster’s 
definition, “General; opposed to specific.” 
The brand names are selected by the manu- 
facturers and are copyrighted. As an ex- 
treme example, there are more than 18 
brand names for reserpine. If a doctor pre- 
scribes a drug by its generic name, the 
druggist is not obligated to use the product 
of any one manufacturer. If, however, the 
brand name is used, the druggist must use 
the one specified. 
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The manufacturers seek to justify the 
use of brand names as necessary to insure 
that the drug meets the proper standards 
in its preparation and that inferior pro- 
ducts are not sold. The widespread use of 
copyright brands, however, imposes a hard- 
ship on the doctor, who has trouble enough 
remembering simple generic names; on the 
druggist, who must carry in stock many 
forms of the generic drug; and on the con- 
sumer, who must pay more for the addition- 
al expense entailed in marketing and adver- 
tising the product. 

The Advertising Committee of the New 
England Journal of Medicine (vol. 263:1, 
July 7, 1960) offers a most constructive so- 
lution of this problem of naming new 
drugs. A special article, “Drug Terminol- 
ogy and the Urgent Need for Reform,” con- 
cludes with the following pertinent sugges- 
tions: 

The generic term must be selected and made 
available for every new drug before it is put on 
the market. This should be a requirement of the 
Food and Drug Administration. Generic names 
should be selected by a National Advisory Com- 
mittee appointed by the Food and Drug Admin- 
istration. This committee should consist of ex- 
perts in medicine, pharmacy, psychology and 
marketing. The terms must be brief and de- 
signed with regard for their dignity, visual and 
oral reception and mnemonic connotations. Cer- 
tainly, such an expert committee could design 
much better generic terminology than is at pre- 
sent available. 

Once the generic term is selected and adopted 
it must represent the highest standards avail- 
able for that product ... Once this is done the 
physician can be certain of the drug his patient 
will receive. 

The medical profession should engage in a 
campaign to urge physicians to give generic 
names prominence in all medical writing, adver- 
tising and usage. Medical journal editors should 
join in this campaign and see to it that generic 
terminology is the terminology of choice in ad- 
vertising. 

A monthly glossary of generic names and the 
standards that they represent should be pub- 
lished in leading medical journals and perhaps 
sent to physicians by the Food and Drug Ad- 
ministration. 

Finally, many medical authorities agree that 
inclusion of the manufacturer’s name after the 
generic name would in the end give him equal 
protection and even more favorable recognition 
than the present undesirable trade-name prac- 
tice. For the belief is growing that a manu- 
facturer’s reputation and good will are asso- 

ciated rather with his company name than with 
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fanciful copyrighted and generally inane neolog- 

isms. 

As Editor Joseph Garland comments in 
the same issue: 

If manufacturers will have only enough faith 
in themselves to rely on their institutional] re- 
putation to assure the purchaser that their par- 
ticular product is an especially reliable one, they 
will almost certainly gain additional prestige 
with the professional men and women whom 
they are trying to impress. 

With the scrupulous observance of such poli- 
cies the management of drug therapy would be 
even more solidly vested in the medical profes- 
sion, where all would agree that it belongs. It 
may be expected that the advertiser who ap- 
peals to the intelligence of his professional clien- 
tele will not lose by such a display by confidence. 
It is devoutly to be wished that these 

constructive suggestions of our New Eng- 
land contemporary will be accepted. 


* * 


THE ARTHRITIS HOAX 


The Public Affairs Committee, a nonprof- 
it organization, in cooperation with the 
Arthritis and Rheumatism Foundation, has 
prepared a 20-page pamphlet, “The Arthri- 
tis Hoax,” which exposes the many ways 
by which victims of arthritis are exploited 
to the tune of more than 250 million dol- 
lars a year by worse than useless drugs, de- 
vices, and treatments, ranging from copper 
bracelets to “uranium mines,” and from 
dietary fads to analgesic drugs. The pam- 
phlet is sold for 20 cents by the Public Af- 
fairs Committee—22 East 38th Street, New 
York 16. It gives the answers to many of 
the questions that patients are apt to ask 
the doctor, and is well worth the price. 


* * 


PSYCHIATRIC PATIENTS IN 
A GENERAL HOSPITAL 

“*Tis true, tis pity; and pity ’tis, ’tis 
true” that there is a certain stigma at- 
tached to being treated in a hospital de- 
voted entirely to mentally ill patients. The 
psychic trauma of such an experience may 
intensify the patient’s illness—especially in 
mental depression, which is one of the most 
frequent ailments for which doctors are 
consulted. It is a cause for giving thanks 
that so many general hospitals now admit 
psychiatric patients. 

An editorial in the July Southern Medical 
Journal states that at the turn of the cen- 
tury only 25 general hospitals had a psy- 
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chiatric service. The number had increased 
to 200 by the end of World War II, in 1945, 
and by 1957 there were 584. Many more 
have let down their bars since then. "In 
some of these the psychiatric division’ is 
closed, but in perhaps most of them it is 
open, and patients may be given insulin and 
electroshock therapy in their rooms. 


Any doctor who has had to deal with 
“borderline” cases, such as mental depres- 
sion or anxiety states, can appreciate the 
advantage of having such patients in a gen- 
eral hospital. And as the Southern Medical 
Journal editorial points out, the admission 
of psychiatric patients to a general hospital 
has educational and training value both for 
the psychiatrist and for the house staff. It 
will be gratifying to see the increasing use 
of general hospital beds for mentally ill pa- 
tients. 


* * * 


THREE CORRECTIONS 


Three mistakes were made in the June 
issue editorial, One Hundredth Sixth An- 
nual Session. 


1. That the wrist watch presented Jim 
Barnes was a gift from the Society. The 
watch was given him by the past presidents 
who have served with him since he became 
our Executive Secretary, as a token of their 
appreciation of his ability. 

2. The statement that Billy Joe Patton 
was Dr. Leonard Larson’s son-in-law. Mrs. 
Patton is a sister of Mr. John Collett of 
Lenoir, and Mrs. Collett is Dr. Larson’s 
daughter. Although the editor’s face is red, 
he—and all other North Carolina doctors— 
is glad to know that Dr. Larson, now Pres- 
ident-elect of the American Medical Asso- 
ciation, does have a daughter living in the 
state, who will be a strong inducement for 
him to visit us often. 


3. The most serious error was a proof- 
reading lapse. The statement that the mo- 
tion to table the resolution from the Lenoir 
Jones-Green Component Society to limit 
the term of councilors “was defeated by a 
vote of 55 to 48” should have read, “was 
passed by a vote of 55 to 48.” 


Three boners in one editorial is a record - 


of which the editor is thoroughly ashamed 
—and for which he has no one to blame but 
himself. He can only promise to try to do 
better in the future. 
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DR. PRESTON—NEW EDITOR OF 
HEALTH BULLETIN 


I; 1942 Dr. John H. Hamilton added to 
his other duties as Assistant State Health 
Director and Director of the State Labora- 
tory of Hygiene the editorship of The 
Health Bulletin. When the time came for 
him to retire for chronologic reasons, the 
very satisfactory way he has filled all three 
positions was recognized in an appreciation 
from the State Board of Health. This was 
published in the May Health Bulletin to- 
gether with his picture on the cover—with- 
out his knowledge or consent, This same ap- 
preciation appeared in the June issue of 
the NORTH CAROLINA MEDICAL JOURNAL. 

The Board of Health was fortunate in 
being able to fill Dr. Hamilton’s place with- 
out delay. Edwin S. Preston, M. A., LL. D., 
who has been selected to succeed Dr. Ham- 
ilton is well qualified for the position. For 
eight years he edited the Public Welfare 
News, the official publication of the North 
Carolina Board of Public Welfare. He was 
also the Welfare Board’s public relations 
officer. In December, 1959, he came to the 
State Board of Health as its public rela- 
tions officer—so he is a “natural” for the 
editorship of the Bulletin. 

Dr. Preston is a graduate of the Univer- 
sity of Tennessee and has an M. A. degree 
from Mercer University. The honorary de- 
gree of LL. D. was conferred by Baylor 
University. This journal echoes the words 
used by Dr. Roy Norton in the June Health 
Bulletin, introducing him to the readers 
of the Bulletin. Dr. Norton bespoke for Dr. 
Preston “the same fine and helpful criti- 
cism and assistance that has been given to 
his predecessor by the friends who receive 
The Health Bulletin.” 


* 


“YOU ARE OLD, FATHER WILLIAM ..’’* 


Not so long ago, it seems, old people were 
just old people, gentle, withering relics of 
the past typified by Whistler’s portrait of 
his mother. True, they had their problems 
then, but who hadn’t? Some were incapa- 
citated, other spry; some were broke, others 
solvent; some were happy, some sad. 

Now our modern old people, more nu- 
merous than before, thanks to modern doc- 
tors, modern medical science, and modern 


*Reprinted from the New York State Journal of Medicine, 
May 15, 1960. 
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private enterprise in medicine, have been 
metamorphosed. From being just old peo- 
ple they have become recently desirable, 
valuable political assets! Each has a genu- 
ine exercisable franchise; some 15,000,000 
potentially purchasable ballots! Purchas- 
able by inducement—not in cash but by 
“benefits,” 


Both major political parties are offering 
bids, the Democrats a Forand-type bill, the 
Republicans a Javits-type bill. Suddenly the 
health of the aged becomes the grave con- 
cern of others besides the doctors. 

Assuredly the old folks have not offered 
their votes for sale; the most many ask for 
is the privilege of continuing to work gain- 
fully after sixty-five, not for a pittance but 
according to their ability to earn and to pay 
their taxes, employ their own doctors, and 
buy their own insurance. 

In all the election year turmoil over the 
health of the old who hears any concern 
expressed over the employers, the business 
men, the small and large shop operators, 
and others, men who create employment for 
the young? In this election year and every 
year, many thousands of young people will 
for the first time have fastened about their 
necks the yoke of withholding taxes, Social 
Security taxes, rent, state, local taxes, union 
dues, and the national debt. The young— 
don’t they enjoy the prospect of some forty- 
seven years of work-filled and tax-ridden 
pursuit of happiness? 

The young people—will they not find it 
increasingly difficult in this inflation-ridden 
election year and those to follow to buy 
bread for themselves and their children? 
Who cares? Let them eat cake! They are 
only the young. Will they find in their midst 
anyone to arise and say in a loud voice to 
politicians of both parties: Thou shalt not 
press down upon the brow of youth a crown 
of aging thorns! 


ok 


NORTH CAROLINA’S COMMITTEE 
ON MEDICAL CREDIT BUREAUS 


The May issue of the A.M.A.’s PR Doc- 
tor devotes more than two columns to a 
very favorable discussion of the work done 
by the Medical Credit Bureau Committee 
of our State Society, of which Dr. Howard 
Wilson of Raleigh is the chairman. Dr. 
Wilson and his committee deserve much 
credit for their fine work. 
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Committees and Organizations 


NORTH CAROLINA BOARD OF 
MEDICAL EXAMINERS 


THE BIENNIAL REGISTRATION ACT 


The second registration of physicians in 
North Carolina was completed in January, 
1960. The registration went along smooth- 
ly. The directory has been completed and 
mailed to each physician. However, some 
of our friends exercised their inalienable 
right to register their objections to the reg- 
istration. These, however, seemed to for- 
get that this law was sponsored by the Med- 
ical Society, under the directive of the 
House of Delegates of 1956. The complain- 
ant is usually concerned only with the fact 
that he has to pay a fee and does not con- 
sider what is best for the group as a whole. 
It is a recognized principle of all people 
who deal with licensure that registration is 
necessary to keep the records and the office 
running smoothly for the benefit of all phy- 
sicians. Registration was not put into effect 
as a revenue measure, but all the funds go 
into the treasury of the Board and thereby 
enable the Board to serve better the phy- 
sicians and all citizens of the State of 
North Carolina. 


A native son recently returned to North 
Carolina for practice. He had been away so 
long he did not know of the registration. 
When he registered, the office noted that an 
official notice had been received from the 
secretary of a board of medical examiners 
of a distant state that this physician’s li- 
cense had been revoked, but sentence had 
been suspended on conditions. The Board 
has interviewed this physician. He has an 
opportunity for rehabilitation under super- 
vision. 

The law as enacted was a compromise 
draft to overcome the objections presented 
to the Legislative Committee of the Med- 
ical Society. The result has been that the 
Board has been embarrassed on a number 
of occasions by not having the power to 
waive the penalty under conditions upon 
which some people were late in registering. 
The other professions and trades in North 
Carolina controlled by a board have annual 
registration. Their fees equal or are more 
annually in the majority of the cases than 
the fee which the physician pays every two 

years. 
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The Board wishes to express its appre- 
ciation to the leaders of the Medical Society 
of the State of North Carolina, to the edi- 
torial staff of our JOURNAL, and to the 
greater majority of the physicians of this 
state who have accepted and co-operated 
with this registration. It will be our aim to 
continue to serve the citizens of our state 
in our official capacity as a part of the state 
government. 

JOSEPH J. COMBS, M.D., Secretary 
North Carolina Board 
of Medical Examiners 
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COMING MEETINGS 


State 
North Carolina and South Carolina Eye, Ear, 


Nose and Throat Societies’ Annual Joint Meeting | 


—Hotel King Cotton, Greensboro, September 11-14. | 


Fourth District Medical Society Meeting—Wil- 
son, September 14. 

North Carolina Urological Association, Annual 
Meeting—Greystone Inn, Roaring Gap, September 
25-26. 

North Carolina Fifth District Medical Society 
Meeting—Mid Pines Club, Pinehurst, October 5. 

North Carolina Society for Crippled Children 


and Adults, Twenty-fifth Annual Meeting—Wash- | 


ington Duke Hotel, Durham, October 6-8. 

A.M.A. Twentieth Annual Congress on Industrial 
Health—Charlotte, October 10-12. 

Duke University Medical Postgraduate Seminar 
Cruise to the West Indies—November 9-18. 

North Carolina Academy of General Practice, 
Annual Meeting—Carolina Hotel, Pinehurst, No- 
vember 27-30. 

Regional and National 

Fifth International Congress on Nutrition— 
Sheraton Park and Shoreham Hotels, Washington, 
D.C., September 1-7. 

Southern Trudeau Society and Southern Tuber- 
culosis Society Meeting—Hotel Francis Marion, 
Charleston, South Carolina, September 14-16. 

A.M.A. First Regional Conference on Rural 
Health, Atlanta, Georgia, October 7-8. 

American Rhinologic Society, Sixth 
Meeting—Belmont Hotel, Chicago, October 8. 

American College of Surgeons, Forty-sixth An- 
nual Clinical Congress—San Francisco, October 
10-14. 


Annual | 


Southeastern Allergy Association, Annual Meet- | 
ing—Atlanta Biltmore Hotel, Atlanta, Georgia, | 


October 21-22. 


Southern Medical Association, Fifty-fourth 


nual Meeting—Saint Louis, Missouri, October 31- 
November 3. 
Sixty-ccventh Annual Convention of Military 
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Surgeons—Washington, D.C., October 31-Novem- 
ber 2. 

American Medical Writers’ Association, Seven- 
teenth Annual Meeting—Morrison Hotel, Chicago, 
November 18-19. 

Southeastern Region of the College of Ameri- 
can Pathologists and the Virginia Society of 
Pathologists, Seminar on Kidney Diseases—John 
Marshall Hotel, Richmond, November 25-26. 


NEW MEMBERS OF THE STATE SOCIETY 

The following new physicians joined the Medical 
Society of the State of North Carolina during the 
month of July. 

Dr. Charles Bodine Neal, III, Duke University 
School of Medicine, Durham; Dr. John William Or- 
mand, Jr., 309 Lancaster Avenue, Monroe; Dr. 
William Thomas Rice, 318 Mocksville Ave., Salis- 
bury; Dr. Sigurd Carl Sandzen, McCain Sanator- 
ium, McCain; Dr. Casper Carl Warren, Jr., 2016 
Pershing St., Durham; Dr. Daniel Whitaker Davis, 
1415 Ida Street, Durham; Dr. George Wesley Gen- 
try, Jr., 607 S. Main St., Roxboro; Dr. Stuart Boat- 
wright, Haywood County Hospital, Waynesville; 
Dr. Joe Walton Frazer, Jr., 838 N. Elm St., 
Greensboro; Dr. Howard Scheyer Wainer, 1001 N. 
Elm St., Greensboro; Dr. George Carl Alderman, 
1019 Hawthorne Road, Wilmington. 


NEWS NOTES FROM THE UNIVERSITY OF 

NORTH CAROLINA SCHOOL OF MEDICINE 

Several University of North Carolina School 
faculty members are engaged in mid-summer work 
in various parts of the world. 

Dr. Hans H. Strupp, director of psychological 
services in the School of Medicine, has been 
awarded a grant from the National Institute of 
Mental Health to organize a second conference on 
research in psychotherapy to be held in Chapel 
Hill next spring. The conference will be sponsored 
by the American Psychological Association. 

Dr. Carl E. Anderson, professor of biochemistry, 
is serving as a visiting scientist in the laboratory 
of nutrition and endocrinology at the National In- 
stitutes of Health in Bethesda, Maryland. 

Dr. Colin G. Thomas, Jr., associate professor of 
surgery, and Dr. Judson J. Van Wyk, associate 
professor of pediatrics, are in London to partici- 
pate in the fourth International Goiter Conference 
meeting. 

Dr. Ernest Craige, associate professor in the 
Department of Medicine, has returned from South 
America where he served as a visiting professor 
in the Department of Internal Medicine at the 
University of Del Valle in Cali, Colombia. 

Leaving in August for Alexandria, Egypt, Dr. 
Sidney S. Chipman, clinical professor of pediatrics, 
will begin a one-year foreign teaching assignment 
sponsored by the World Health Organization. He 
will act as a visiting professor of social pediatrics 


at the Higher Institute of Public Health. 
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A recent issue of a Swiss medical journal con- 
tains an article by Dr. John A. Ewing, asscciate 
professor of psychiatry at the University of North 
Carolina School of Medicine. 

The article, entitled “Nos malades et nos con- 
tacts personnels avec eux,” appears in Medecine 
et Hygiene, which is printed in Geneva. 

In his paper Dr. Ewing explains how the phy- 
sician needs to learn to observe his feelings about 
his patients. Some feelings may arise because of 
factors within the doctor, or his patient may re- 
mind him of someone else. Some patients frequent- 
ly provoke special feelings in other people in al- 
most all personal contacts. 

If the physician is to control the relationship 
and to use it for therapeutic purposes, he must 
observe and identify his feelings about his patient, 
Dr. Ewing points out. The way the patient 
“makes” the doctor feel about him can be seen as 
similar to any symptom about which the patient 
may complain. The physician needs to understand 
this aspect of the patient as much as anything 
else he finds in his examination, he said. 

* * 


Dr. John K. Spitznagel of the University of 
North Carolina School of Medicine recently gave 
a seminar at the University of Florida in Gaines- 
ville, Florida, where he spoke on “The Role of 
Basic Proteins in Non-specific Resistence to In- 
fection.” 

Dr. John H. Schwab, assistant professor of bac- 
teriology of the University of North Carolina 
School of Medicine, has gone to England to do a 
year’s research at the Lister Institute of Preven- 
tive Medicine in London. He will work in the area 
of natural resistence to infections. 

7 * 


A new brochure has been issued by the Univer- 
sity of North Carolina Division of Health Affairs 
which gives a thumbnail sketch of the various edu- 
cational programs being offered by the University 
Medical Center. 

Designed primarily for high school and junior 
college students, the illustrated brochure ranges 
in content matter from the one-year training pro- 
gram for dental assistants to the specialized pro- 
grams for medical doctors. 

Copies are available to students, educators and 
other interested persons. They may be obtained by 
writing to the U.N.C. Director of Admissions or 
to the School of Medicine. 

* * 

Ellen Anderson of the University of North Car- 
olina School of Medicine was named president- 
elect of the American Society of Medical Tech- 
nologists at the annual convention of the organi- 
zation in Atlantic City, New Jersey recently. 

She will hold this office for one year and then 
be installed as president of the professional society, 
which has 8,000 members. The convention was at- 


tended by 2,000 medical technologists. 
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Since 1953 Miss Anderson has been chief cyto- 
technologist in the Department of Pathology and 
at the North Carolina Memorial Hospital. 

* ak 

Four faculty members of the section of Physical 
Therapy of the University of North Carolina 
School of Medicine attended the national confer- 
ence of the American Physical Therapy Associa- 
tion in Pittsburgh recently. They were Miss Mar- 
garet Moore, head of the section; Miss Rachel 
Nunley, Miss Mildred Wood, and Miss Enola Sue 
Flowers. 

Miss Moore addressed the Public Health Section 
of the Conference on “Public Health in Physical 
Therapy Education.” She also attended a number 
of sessions of the Council of Physical Therapy 
School Directors, which also met in Pittsburgh 
during the association meeting. 

Miss Wood is chairman of the Committee on 
Graduate Study of the American Physical Therapy 
Association and she reported on the activities of 
the association in this field. 

Dr. Charles E. Flowers of the Department of 
Obstetrics and Gynecology addressed a meeting 
of the Continental Gynecologic Society in Mon- 
treal, Canada, on June 27-28. His topic was “Mag- 
nesium Sulfate Therapy During Pregnancy.” 

* * * 

Dr. Harrie R. Chamberlin of the Department of 
Pediatrics spoke before a seminar at the West 
Virginia University School of Medicine in Mor- 
ganton, West Virginia on June 29-30. His topic 
was “Intrauterine Development and Environment.” 
The seminar is sponsored by the West Virginia 
State Department of Health and the Children’s 
Bureau of the U. S. Department of Health, Educa- 
tion and Welfare. 

A new book entitled “Psychotherapists in Ac- 
tion” has been published concerning the research 
program being conducted by an associate professor 
of psychology in the Department of Psychiatry at 
the University of North Carolina School of Medi- 
cine. 

The work is by Dr. Hans H. Strupp, who also 
is director of psychological services of North Car- 
olina Memorial Hospital here at the University. 
The publishers are Grune and Stratton of New 
York. 

This volume deals with how psychiatrists and 
psychologists arrive at various conclusions and 
judgments on the cases which they are treating 
psychologically, and how they communicate with 
their patients. 

Dr. Strupp worked with some 200 psychothera- 
pists in collecting material for this book. Selected 
reports from some 40 of these persons are con- 
tained in this volume. 

* * 

Dr. Carl W. Gottschalk, associate professor of 

medicine, is transferring his research relating to 


kidney functions from Chapel Hill to the Univer- 
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sity of Copenhagen, Denmark, for a period of one 


year. 

In Denmark, Dr. Gottschalk will be associated 
with Dr. Hans Ussing of the Institute of Biolog. 
ical Chemistry at the University of Copenhagen, 
The year’s program is co-sponsored by the Amer. 


ican Heart Association and the U. S. Public Health | 


Service. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 


Dr. Donald M. Hayes, instructor in medicine, 
has been appointed assistant dean of the Bowman 
Gray School of Medicine. In his new work, Dr. 
Hayes will be responsible for student admissions 


and premedical relations. He will continue as a | 


full-time member of the Department of Internal 


Medicine with active participation in teaching, and | 


research in hematology. 
Dr. Hayes is a 1951 graduate of Wake Forest 


College and received his medical degree from 


Bowman Gray. He has taken postgraduate train- | 


ing in medicine at the Salt Lake County General 
Hospital, Salt Lake City, Utah, and served as a 


U. S. Public Health Service Fellow in Psychiatry | 


for one year at the Louisville General Hospital, | 


Louisville, Kentucky. In 1958 he completed his in- 
ternal medicine residency at the North Carolina 
Baptist Hospital. 

For the past two years Dr. Hayes has served 
as a hematologic fellow in medicine at Bowman 
Gray, and for the past year has been instructor in 
medicine. 

A total of $19,440 has been received for five 
cancer traineeships for young physicians in the 
Departments of Medicine, Obstetrics-Gynecology, 
Pathology, Radiology, and Surgery at the Bowman 
Gray School of Medicine. 

This training program has been established by 
the National Cancer Institute in order to increase 
the number of persons with broad medical exper- 
ience and special orientation in cancer. 

The recipients of the traineeships for this year 
are: Drs. Edwin L. Auman, Department of Medi- 
cine; J. Howard Young, Department of Obstetrics- 
Gynecology; Robert S. Pool, Department of Pa- 


thology; Samuel D. Pendergrass, Department of 


Radiology; and Richard F. Bowling, Department | 


of Surgery. 


Dr. Camillo Artom, professor of biochemistry, | 
and Dr. Hugh B. Lofland, assistant professor of | 


biochemistry, are the co-authors of a paper which 
was presented at the Fifth Conference on the Bio- 
chemical Problems of Lipids held in Marseilles, 
France, July 21-23. The title of their paper is 


“Incorporation of Ethanolamine and Phosphory- | 


lethanolarine into the Phospholipids of Liver 
Preparations.” 


~d 
| 
| 
| 
| 
i 
| 
| 
| 
| 
i 
| 
i ( 
| 
~ 


st, 1960 


of one 


sociated 
Biolog. 
nhagen, 
Amer- 
Health 


RAY 


edicine, 
owman 
-k, Dr. 
issions 
J as a 
nternal 


ig, and | 


Forest 
from 
train- 
reneral 
lias a 
chiatry 
»spital, 
his in- 
arolina 


served 
Iwman 
ctor in 


r five 
in the 
ology, 


ywman 


ed by 
crease 
exper- 


year 
Medi- 
etrics- 
f Pa- 
ont of 
‘tment 


nistry, 
or of 
which 
» Bio- 
eilles, 
er is 


yhory- | 


Liver 


August, 1960 


Dr. Richard G. Kessel, instructor in anatomy, 
has been awarded a postdoctoral fellowship by the 
Division of General Medical Sciences of the U. S. 
Public Health Service. These fellowships are 
awarded to assist in the development of promising 
investigators in basic science fields. Dr. Kessel’s 
special research interest and training have been 
in electron microscopy. 

*” 

The U. S. Public Health Service has awarded a 
grant of $19,665 to Dr. Robert P. Morehead, di- 
rector of the Department of Pathology, and Dr. 
J. H. Smith Foushee, assistant professor of 
pathology. The official title of the grant is, “Com- 
munity Cancer Demonstration Project Grant to 
Train Cytotechnicians.” 

For some time now, the Bowman Gray School 
of Medicine has supported the training of a lim- 
ited number of student in exfoliative cytotechnol- 
ogy, and this grant will permit expansion of the 
training program and an increase in the number 
of students. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
MEDICAL CENTER 


A pilot study aimed at helping persons disfig- 
ured by injury or disease has been initiated at the 
Duke University Medica] Center. 

The study is being conducted by the Center’s 
Department of Medica] Art and Illustration with 
financial support from the Office of Vocational Re- 
habilitation, U. S. Department of Health, Educa- 
tion and Welfare. Prof. Elon Clark is head of the 
department. 

Purpose of the project is to work toward the 
production of better artificial noses, and other 
parts of the face. 

a 

Research funds amounting to $39,900 have been 
awarded to Duke University by the National 
Science Foundation to support continuing investi- 
gations of brain functions. 

Dr. Talmadge L. Peele, associate professor of 
anatomy in the Duke Medica] Center, is principal 
investigator for the project. Entitled ‘“Interde- 
pendence of Amygdala and Hypothalamus,” the 
research study is concerned with learning more 
about the relationships between these two parts 
of the brain. 

F. Ross Porter, director of the Duke Medical 
Center Foundation, has resigned to accept a posi- 
tion as hospital] advisor with the International Co- 
operation Administration. 

He will begin his first assignment in Bogota, 
Colombia, early next year after several months of 
orientation and other preparation. His duties will 
be to work with the ICA and the Colombian gov- 
ernment in developing a national pattern for im- 
provement of hospital and health services in Co- 
lombia. 
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A.M.A. INDUSTRIAL HEALTH CONGRESS 

The Twentieth Annual Congress on Industrial 
Health will be held in Charlotte, North Carolina, 
October 10-12, under the sponsorship of the Coun- 
cil on Occupational Health of the American Med- 
ical Association. 

The program will include discussions of occupa- 
tional health in agriculture, mental and emotional 
health in industry, problems in dermatitis in farm 
and industry,,and occupational health problems in 
small employeg groups. 

Established in 1938, the council supports safe 
and healthful working conditions for employees 
through medical supervision of workers, control of 
environment, health education, and counseling, ac- 
cording to B. Dixon Holland, M.D., council secre- 
tary. The congress is sponsored each year by the 
American Medical Assciation as a means of fur- 
thering the development and maintenance of high 
medical standards in industry and on the farm. 


Approved for Category II credit for members of 
the American Academy of Genera] Practice, the 


program is primarily directed toward the general 
practitioner, whom, it is estimated, handles close 
to 90 per cent of all the occupational medical 
practice in the nation. 


Presiding over the opening session of the con- 
gress will be Dr. William P. Shepard of New York 
City, chairman of the A.M.A. Council on Occupa- 
tional Health. The meeting will begin at 2:00 p.m. 
on Monday afternoon with Dr. Amos N. Johnson 
of Garland, president of the Medical Society of the 
State of North Carolina, as the first principal 
speaker. The sessions continue through Wednesday 
morning, including formal presentations by na- 
tionally known speakers, 


Cooperating sponsors include the Medical Society 
of the State of North Carolina, the Governor’s 
Council on Occupational Health, the Mecklenburg 
County Medical Society, and the Greater Charlotte 
Occupational Health Council. 


NORTH CAROLINA ACADEMY OF 
GENERAL PRACTICE 


The annua] meeting of the North Carolina Acad- 
emy of General Practice will be held at the Caro- 
lina Hotel in Pinehurst, November 27-30. 

The scientific sessions will be held daily from 
9:00 a.m. to 12:30 p.m., leaving the afternoons free 
for audiovisual presentations, golf, or relaxation 
among friends. 


FOURTH DISTRICT MEDICAL SOCIETY 


The Fourth District Medical Society will meet in 
Wilson on September 14 at 6:30 p.m. Dr. Franklin 
L. Angell of Roanoke, Virginia, will speak on the 
subject “Premature Cranial Synostosis.” 
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EDGECOMBE-NASH MEDICAL SOCIETY 
The Edgecombe-Nash Medical Society met on 
July 13 in Rocky Mount. 
Dr. R. D. Kornegay, program chairman for July, 
presented Dr. James Ralph Dunn, Jr., who spoke 
on the subject of vascular surgery. 


NEwWs NOTES 
Dr. Robert E. Nolan has announced the opening 
of his office at the O’Hanlon Building in Winston- 
Salem. His practice will be limited to general 
surgery. 


SOUTHEASTERN ALLERGY ASSOCIATION 
The Southeastern Allergy Association will 
hold its annual meeting at the Atlanta Biltmore 
Hotel, Atlanta, Georgia, October 21 and 22, 1960. 
Dr. Susan Dees, Duke Medical Center, Durham, 
North Carolina is in charge of the program. Every- 
one interested in allergy is invited to attend. 


SOUTHERN MEDICAL ASSOCIATION 

A complete history of the 54-year old Southern 
Medical Association comes off the press August 
15. 

Its author is C. P. Loranz, Birmingham, for 
many years business manager and secretary-man- 
ager of Southern Medical, now advisor and pro- 
fessional relations counselor. 

The history details the association’s growth 
from its beginning in 1906, and includes statistical 
data on officers, places of meeting, research 
awards and membership figures, in addition to 
numerous photographs. 


GEORGIA WARM SPRINGS FOUNDATION 

Preliminary steps in a projected program to 
convert the famed Georgia Warm Springs Founda- 
tion into a general vocational rehabilitation center 
serving the southeastern United States were an- 
nounced recently. 

With the decline in polio that has followed the 
advent of the Salk vaccine five years ago, Warm 
Springs has begun to utilize its vast rehabilitation 
facilities to care for physical handicaps caused 
by arthritis, birth defects, spinal cord lesions, cere- 
bral vascular accidents, multiple sclerosis, and 
other disabling neuromuscular disorders. 


SEMINAR ON KIDNEY DISEASE 
The Southeastern Region of the College of 
American Pathologists and the Virginia Society of 
Pathologists will hold a joint meeting at the John 
Marshall Hotel in Richmond, Virginia, on Novem- 
ber 25 and 26, 1960, on kidney disease. The 


speakers will include Drs. Stanley M. Kurtz, Peter 
P. Ladewig, Henry D. McIntosh, George Margolis, 
Conrad L. Pirani, David E. Smith, and Max Wach- 
stein. The slide seminar will be conducted by Drs. 
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Paul Kimmelstiel and Solomon Papper. The din- | 
ner speaker will be Dr. Frank C. Coleman, pres. | 
ident of the College of American Pathologists. 
The slide sets for this seminar on kidney disease | 
may be purchased at a cost of $15.00 per set by 
writing to: Dr. G. T. Mann, Professor of Forensic 
Pathology, P. O. Box 41, Medical College of Vir- 


ginia, Richmond 19, Virginia. 


AMERICAN SOCIETY FOR CLINICAL NUTRITION 


The formation of a new professional association, 
the American Society for Clinical Nutrition, was 
announced during the meetings of the American | 
Society for Clinical Investigation and the Amer- 
ican Federation for Clinical Research in Atlantic | 
City recently. Arrangements are being made to | 
affiliate the A.S.C.N. with the American Institute 
for Nurition. 

Richard W. Vilter, M.D., professor of medicine | 
and chairman of the department, University of | 
Cincinnati, College of Medicine, was elected presi- 
dent of the A.S.C.N. by the charter members at | 
the organization’s first meeting. 

A four-point list of objectives adopted at the 
first meeting states that the A.S.C.N. shall: 

1. Foster high standards for research on human 

nutrition. 

2. Promote undergraduate and graduate educa- 
tion in human nutrition. 

3. Provide a place and opportunity for research 
workers on problems of human nutrition to 
present and discuss their research activities 
and results. 

4. Provide a journal for the publication of mer- 
itorious work on human nutrition. 

The organizing group plans to adopt The Amer- 

ican Journal of Clinical Nutrition as its official 


publication. The journal is published by the Yorke 
Group, a subsidiary of the Reuben H. Donnelley | 
Corporation. 


AMERICAN RHINOLOGIC SOCIETY 


The American Rhinologic Society will hold _ its 
sixth annual meeting at the Belmont Hotel, Chi- 
cago, October 8. Physicians are invited; there is 
no registration fee. 

The guest of honor and one of the afternoon 
speakers will be Dr. Henry L. Williams of the 
Mayo Clinic, Rochester, Minnesota, whose subject 
will be “Thirty Years of Experience in Rhinology.” 
The dinner speaker will be Dr. Morris Fishbein, 
Chicago, who will speak on “Fifty Years of Medical 
Progress.” 

A two-day surgical seminar in the Illinois Ma- 
sonic Hospital, Chicago, will immediately precede 
the annual meeting. 

For information, write Dr. Robert M. 
secretary, American Rhinologic Society, 
North Wheeler Avenue, Portland 17, Oregon. 
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NATIONAL TUBERCULOSIS ASSOCIATION 

A potential danger in the long-term use of ster- 
oid hormones was dramatized in a special exhibit 
prepared by the National Tuberculosis Association 
for the one hundred ninth annua] meeting of the 
American Medical Association in Miami Beach. 

On view before the A.M.A. members for the 
first time, the exhibit, entitled “Steroids Activate 
TB,” reminded physicians that cortisone and re- 
lated drugs can activate unsuspected latent ‘tuber- 
culosis. 

The N.T.A. exhibit, winner of an A.M.A. Honor- 
able Mention award, was prepared under the di- 
rection of Dr. Julius L. Wilson and Dr. Floyd M. 
Feldmann of the American Thoracic Society 
(N.T.A. Medical Section). 


FIFTH INTERNATIONAL CONGRESS 
ON NUTRITION 

Nutrition scientists from all over the world will 
participate in the Fifth International Congress on 
Nutrition to be held in Washington, D. C., Sep- 
tember 1-7, 1960. An all-day symposium on “World 
Food Needs and Food Resources” will be one of 
the main features of the scientific program. The 
remainder of the program will consist of seven 
half-day panel] discussions by invited participants, 
and special sessions of 10-minute papers reporting 
unpublished original research. Headquarter hotels 
will be the Sheraton Park and Shoreham hotels. 


AMERICAN UROLOGICAL ASSOCIATION 

The American Urological Association offers an 
annual award of $1,000 (first prize of $500, sec- 
ond prize $300, and third prize $200) for essays 
on the result of some clinical or laboratory re- 
search in urology. Competition is limited to urolo- 
gists who have been graduated not more than 10 
years, and to hospital interns and residents doing 
research work in urology. 

The first prize essay will appear on the program 
of the forthcoming meeting of the American Uro- 
logical Association, to be held at the Hotel Bilt- 
more, Los Angeles, California, May 22-25, 1961. 

For full particulars write the Executive Secre- 
tary, William P. Didusch, 1120 North Charles 
Street, Baltimore, Maryland. Essays must be in 
his hands before December 1, 1960. 


WORLD CONGRESS OF PSYCHIATRY 

The Third World Congress of Psychiatry, June 
4-10, 1961, Montreal, Canada, is being held at the 
invitation of McGill University and under the aus- 
pices of the Canadian Psychiatric Association. 
Meeting on the American Continent for the first 
time, the Congress is expected to attract some 
3,000 delegates from 62 nations. Representatives 


will come from psychiatry and such allied fields 
as general medical practice, psychology, biochem- 
istry, nursing, sociology, anthropology, social work, 
and pharmacology. 
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Copies of the Second Announcement, which carry 
information regarding program and registration, 
may be obtained by writing the General Secretary, 
III World Congress of Psychiatry, 1025 Pine Ave- 
nue West, Montreal 2, P.Q., Canada. 


WORLD MEDICAL ASSOCIATION 
The Secretayy General of The World Medical 

Association announced that Dr. Ernst Fromm, 
treasurer of the Association, transmitted a check 
for $1000 to the Secretary of the Colegio Médico de 
Chile to be used to provide medica] assistance re- 
lief to the earthquake victims in Chile. Medical 
associations and doctors of the world are urged to 
provide medical supplies and funds for the relief 
of these victims. Assistance should be addressed 
to: 

Dr. Rolando Castanon 

Colegio Medico de Chile 

Miraflores No. 464 

Santiago, Chile 


U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARF 
Food and Drug Administration 

Stronger regulations to insure that physicians 
receive adequate information about the drugs they 
prescribe and to insure the safety of new drugs 
have been proposed by the Food and Drug Ad- 
ministration. 

The new regulations would: 

(1) Require sweeping changes in the labeling of 
prescription drugs. Virtually all prescription drug 
packages and printed matter distributed to phy- 
sicians to promote sale of a drug would be required 
to bear complete information for professional use 
of the drug, including information about any haz- 
ards, side effects or necessary precautions. The 
only exception in the proposed regulations would 
apply to frequently used medicines that are com- 
monly familiar to the doctor. 

(2) Provide that when safety requires, a new 
drug would be kept off the market until the man- 
ufacturer’s representations regarding the reliabil- 
ity of manufacturing methods, facilities and con- 
trols have been confirmed by a factory inspection 
by the Food and Drug Administration. _ 

Other proposed labeling changes would require 
drugs for injection and for use in the eyes to bear 
a quantitative declaration of all inactive ingredi- 
ents. Labels of all prescription drugs would be re- 
quired to include an “identifying lot or control 
number from which it is possible to determine the 
complete manufacturing history of the drug.” 

Commenting on the proposed regulations, George 
P. Larrick, Commissioner of Food and Drugs, said: 

“The large number of new medications has made 
it increasingly difficult for doctors and pharmacists 
to keep adequately informed about them. We are 
hopeful that the proposed regulations will improve 
the communication of vitally necessary informa- 
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tion and bring about a general improvement in 
drug promotion practices. At the same time, they 
should furnish a basis for more effective govern- 
ment control where necessary.” 

Interested persons are invited to submit written 
comments on the proposed regulations to the 
Hearing Clerk, Department of Health, Education 
and Welfare, Room 5440, 330 Independence Ave., 
S.W., Washington 25, D. C., within 60 days from 
the date of publication in the Federal Register. 

as 

Nursing homes throughout the Nation report a 
wide range in daily operating costs, according to 
a Public Health Service publication released re- 
cently. 

The booklet, “Costs of Operating Nursing 
Homes and Related Facilities,” cites costs from 
36 studies in nursing homes, homes for the aged, 
and boarding homes under proprietary, nonprofit, 
and public auspices. 

The report is available from the Superintendent 
of Documents, U. S. Government Printing Office, 
Washington 25, D. C., for 20 cents a copy. 


VETERANS ADMINISTRATION 
Further progress in establishing the cause and 
treatment of cardiac arrest (heart stoppage), a 
dreaded complication of surgery, had been made 
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by doctors at the Brooklyn, New York, Veterans | 
Administration hospital. 

A major factor, the research group feels, is 
“potassium intoxication” induced by massive blood | 
transfusions. 

If sudden heart stoppage occurs during surgery, 
it is often a lethal complication even though | 
massage of the heart is instituted shortly after the 
standstill occurs, according to Dr. Harry H. Le- 
Veen of the Brooklyn VA hospital. 

He and a team of research workers from this 
hospital and the State University of New York 
reported their findings in the June 18 issue of the 
Journal of the American Medical Ass0ciation. 

Their attention was focused on blood transfu- 
sions when they noticed that cardiac arrest oc- 
curred in several patients following massive trans- 
fusions. 


* * | 


A major new instrument for atomic medicine | 
has been installed at the Veterans Administration | 
center in Los Angeles, the VA announced recently. | 

Known as a _ human-body radiation counting 
system, the 25-ton steel room, with instrumenta- 
tion, makes possible measurement of the amount 
of radiation present in the body from fallout, med- 
ical dosage, handling radioactive materials, or 
other sources. 
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terans | Dr. William H. Blahd, chief of radioisotope 
| service at the center, said the counter will be used 
Is, is in diagnosis and medical research and will be an 
blood important resource for civil defense. 
| Red Cross Gives Safety Hints 
‘gery, | Don’t be a vital statistic this summer or fall. 
hough | This was the Red Cross warning to the millions 
er the of Americans who will spend coming weekends 
l. Le- taking to the water. 
A. W. Cantwell, National Director of Red Cross 
n this | gafety Services, gave these safety hints for 
York | Americans interested in aquatics: 
of the | 1. Learn to swim. 
a. 2. Make sure someone is near to help you if 
ansfu- | you get in trouble. 
st oe: 8. Swim in a safe place. 
trans- 4. Know the swimming area. 
5. Don’t go beyond safe limits or your ability. 
| 6. Try to stay calm in case of trouble. 
dicine | 7. Keep safety equipment in your boat or canoe. 
ration | Non-swimmers should wear life vests when riding 
cently. | in a small craft. 
unting| 8 As a general rule stay with your boat or 
nenta- | canoe. Most small craft will float, even when filled 
mount; with water or overturned 
, med- 9. Don’t overload your boat. 
Is, or 10. Don’t “overpower” your boat. A motor too 


powerful for your boat makes it difficult to control. 
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Ten Rules for Cataract Patients 


Ten rules for persons who have had cataracts 
removed from their eyes are offered by a physician 
who has undergone the surgery. 

James M. Mackintosh, M.D., director of educa- 
tion and training for the World Health Organ- 
ization, Geneva, Switzerland, outlined them in 
Hospitals, Journal of the American Hospital As- 
sociation. 


Dr. Mackintosh’s rules are: 

—Leave your glasses where you can find them 
easily. This applies especially to the bedside at 
night. 

—Keep a spare pair of glasses in a well-marked 
place known to wife, secretary, and self. 

—On entering a room, survey the scene quickly 
to detect hidden perils like footstools, low chairs, 
small children lying on the floor, and other tripping 
hazards near the ground. 

—Look around the room to see who is there or you 
may completely miss one of its inhabitants. 

—Before getting up, make another quick survey 
in case someone has placed a drink on a table below 
your level of vision. 

—When walking and you meet someone you 
know, turn your head rapidly from right to left to 
make sure that he is not accompanied, 
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—In traffic always look several times to left 
and right before crossing. 

—Avoid occupations that require a great deal of 
bending, such as gardening, automobile repairs, 
and lifting heavy articles. 

—Don’t try to read too long at one time. A half- 
hour spell, followed by a rest of 10 minutes, is 
generally enough. The rest period must not be filled 
with other eye-straining activities such as television 
or sewing. 

—Avoid contemplating rapidly moving objects, 
such as movies or swiftly moving games, if this 
gives a sense of strain. 

Carbocaine Called Big 
Advance In Anesthetics 

A potent new local anesthetic, described as a 
marked advance in its field following extensive 
pharmacologic and clinical studies over the past 
three years in the United States, Sweden, Den- 
mark, Germany and other countries, has been 
made available to the medical profession in this 
country. 

The new anesthetic agent is called Carbocaine, 
and is a product of Winthrop Laboratories. 

It has a number of advantages as a local anes- 
thetic, chiefly its wide usefulness, high potency, 
safety and suitability for use without epinephrine, 
the vasoconstrictor. 

Carbocaine has also been found to be extremely 
stable, enabling solutions to be autoclaved re- 
peatedly or stored for long periods without danger 
of decomposition. 


Classified Advertisements 

X-RAY Equipment for sale or exchange. 100 K.V. 
100 M.A. Picker Radiographic unit with manual 
operated tilt table combined with Fluoroscope 
unit beneath the table. Provides instant change 
over from Fluoroscopy to Radiography with spot 
film device. Has had some use but is in excellent 
working order also dark room equipment, mag- 
netic type plate changer, Stereoscopic view boxes, 
ete., wili consider late model Ultra-violet lamp, 
surgical endotherm in exchange. Write Box 790, 
Raleigh, North Carolina. 

AVAILABLE Desirable twelve hundred and fifty 
square feet space suitable for doctors or dentist. 
Ground floor Cameron Court apartments, corner 
Snow and Morgan Streets, Raleigh. Air con- 
ditioned, also heat, lights, water and parking. 
On long lease will improve to suit tenant. Apply 
A. W. Criddle, Manager, Temple 2-5395. 

DESIRABLE LOCATION for a physician. Contact 
Godley Realty Company, Mt. Holly Road, Char- 
lotte, North Carolina. 

WANTED Otolaryngologist and or Ophthalmolo- 
gist for extremely successful Asheville and 
Western Carolina practice. Dr. Joseph McGowan 
recently deceased. Fully equipped office, exper- 
ienced personnel. Contact Mrs. Joseph McGowan, 
303 Vanderbilt Road, Asheville, North Carolina. 
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A Doctor in Many Lands. By Aldo Castel- 
lani. 319 pages, plus 36 pages appendices. 
Price, $4.95. Garden City, New York: 
Doubleday and Company, 1960. 

Even in the antibiotic era most physicians have 
heard of Castellani’s mixture as a virtuous pre- 
paration for fungal dermatoses, but fewer medica] 
men know much more about the contributions of 
this extremely active man. Now over 80 years old, 
Dr. Castellani has set down anecdotaj reminis- 
cences of a lively career on severa] continents. 
Born and educated in Italy, he had further train- 
ing in Germany, then went to England, casting his 
fortunes with the Empire in Africa and Ceylon 
until the 1914-1918 war. After service with the 
Italian Navy, he spent some time in Poland, then 
resumed practice and teaching in London, Rome 
and New Orleans (at Tulane and Louisiana State.) 
During those years he had a large clinical prac- 
tice in addition to his laboratory work, he at- 
tended many famous people, furnishing the back- 
ground for amusing accounts about them. He was 
very active with the Italian military during the 
Ethiopian war. Still an Italian citizen, and_ this 
time on the side opposite his British friends, Cas- 
tellani again returned to Italy for the 1939-1945 
war, seeing service in Europe and Africa. Follow- 
ing the war he went into exile with the Italian 
royal family and now lives in Portugal. 

Castellani’s autobiography does not really tell 
a great deal about Castellani, dealing largely with 
his environment and his patients. As an example, 
he mentions his marriage, his wife, and daughter 
in two paragraphs early in the book, and never 
again. He is at some pains to make clear his con- 
tributions in the discovery of the causative role 
of trypanosomes in African sleeping sickness, and 
various other original observations, and _ deals 
briefly with the circumstances of their discovery. 
One is impressed with the unflagging zeal and 
curiosity he has brought to every task. Not satis- 
fied with enjoying the golden beauty spots so 
prized by Singhalese women he took some scrap- 
ings from them and found they were fungus col- 
onies!! Literary and poetic circles in Ceylon did 
not receive this news enthusiastically, he remarks. 

Castellani’s remarks about Italian politicians, 
royalty, and military men are especially interest- 
ing. To the end, Castellani is a royalist, and his 


praise of royalty is unbounded and unashamed. | 


Many of the famous Italians of this century have 
been his patients, and from his long acquaintance 
he draws many pages of remarks. Mussolini ap- 
pears as a dedicated and capable man in his early 
career, corrupted and ruined by the Germans. The 
Ethiopian campaign is presented as a sort of an 


armed cultural and economic mission, which was | 
largely beneficial to the Ethiopians. Castellani | 


feels that the success of the Italian campaign was 
in large part due to adequate medical preparation 
for a tropical war. He later discusses the adverse 
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effect of the lack of adequate medical care in the 
desert campaigns of the second World War. The 
appendices deal with “Climate and Its Influence” 
and “Medical Aspects of the Ethiopian Campaign.” 

The book is a pleasant day’s reading for a sum- 
mer vacation, and would make an excellent gift 
for anyone interested in an urbane, gossipy, and 
intelligent physician’s account of a life well spent 
and still in progress. 


Rudolph Matas: A Biography of One of 
the Great Pioneers in Surgery. By Isidore 
Cohn, M. D., with Hermann B. Deutsch. 
431 pages. Price, $5.95. Garden City, New 
York: Doubleday & Company, Inc., 1960. 


The subject of this biography provided a wealth 
of material for the author, since Rudolph Matas 
was not only one of the great surgeons of the 
world, but also a prolific writer of medical articles 
and one of the pioneers who crusaded to rid the 
world of yellow fever. 

The author has taken all the skeins of Dr. 
Matas’ life and woven them into a splendid and 
enchanting story, one of the threads being the his- 
tory of the conquest of Bronze John. Much of the 
political history of New Orleans and Louisiana 
during the ninety-seven years that Dr. Matas 
lived is gathered together in this volume. 

Dr. Cohn is to be congratulated on his ability to 
bring out the true personality of this great sur- 
geon and man. All students of medicine and per- 
sons interested in history and the history of medi- 
cine will be delighted to read this magnificent 
story. 


New Teaching Film Released by SK&F 


“Resuscitation of the Newborn,” the first in a 
new series of Medical Teaching Films to be pro- 
duced semi-annually by Smith Kline and French 
Laboratories, was released to the medical pro- 
fession recently. 

Made under the medical direction of the Special 
Committee on Infant Mortality of the Medical 
Society of New York County, the color film illus- 
trates essential techniques and principles for the 
resuscitation of infants who do not breathe, or 
whose breathing is impaired, at birth. 

Two other educational films, produced before 
the two-a-year program was begun, have been 
incorporated into the SK&F Teaching Film Series. 
They are “Recognition and Management of Re- 
spiratory Acidosis,” and “Human Gastric Fune- 
tion.” 

Prints of “Resuscitation of the Newborn,” as 
with the other two films in the new series, may 
be obtained on free loan from Smith Kline and 
French Professional Service and Hospital Repre- 
sentatives, or directly from the Smith Kline and 
French Medical Film Center, Philadelphia 1, Pa. 
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The Month in Washington 


Congress returned to work this month to 
take up its unfinished business, including 
the controversial issue of health care for 
the aged, in an atmosphere dominated by 
election-year pclitics. 

The three or four week, tag-end session 
of Congress loomed as one of the most im- 
portant meetings in the past decade as far 
as possible impact on the medical profes- 
sion is concerned. 

The lawmakers are slated to decide 
whether to embark the federal government 
on a course that could threaten the private 
practice of medicine, or to adopt a volun- 
tary program that would pose no such dan- 
ger. 

The omnibus social security bill approved 
by the House Ways and Means Committee 
was easily cleared by the House, 381 to 23, 
and sent to the Senate Finance Committee, 
which held two days of hearings. The 
measure contained a voluntary, federal- 
state program for assisting needy aged 
persons meet their health care costs. Both 
the Administration and the American Med- 
ical Association endorsed the House mea- 
sure as in keeping with the concept of giv- 
ing the states prime responsibility for 
helping their citizens, for aiding those who 
are most in need of help, and for avoiding 
the compulsory aspects of health plans in- 
volving the social security mechanism. 

A vote by the Finance Committee, headed 
by Senator Harry F. Byrd, (D., Va.) was 
scheduled shortly after the Senate resumed 
operations in August. Whatever action the 
Committee took, however, proponents of 
schemes such as the Forand bill to provide 
a compulsory, federal medical program 
promised a determined fight on the floor of 
the Senate. 

In the event Congress should approve a 
government medicine plan, opponents were 
counting on a Presidential veto to kill the 
measure. The Chief Executive repeatedly 
has asserted in strong language his all-out 
opposition to any compulsory plan for 
health care financing. 

At the Senate Finance Committee hear- 
ing, Arthur S. Flemming, Secretary of 
Health, Education and Welfare, renewed 
the Administration’s flat stand against the 
social security avenue to financing health 


From the Washington Office of the American Medical As- 
sociation. 
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costs. Such a plan, he said, would inevit- 
ably lead to pressures for expanding the 
benefits and lowering or eliminating the 
age requirement. Under such circumstances, 
a 15 per cent or 20 per cent social security 
payroll tax would not be too far off, he said. 
“We believe it is unsound to assume that 
revenue possibilities from a payroll tax are 
limitless.” 

Dr. Leonard W. Larson, president-elect 
of the American Medical Association, told 
the Committee the House bill is the “anti- 
thesis of the centralized, socialized, statist 
approach of the proposals advocating na- 
tional compulsory health insurance.” 

A spokesman for the insurance industry 
pointed out “giant strides” made by private 
health insurance in recent years in cover- 
ing aged persons. E. J. Faulkner declared 
that one of the most prevalent and erron- 
eous assumptions on the matter is that 
most of the aged aren’t able to contribute 
to financing their own health care costs. 

The Social Security health bills, he said, 
“would impair or destroy the private prac- 
tice of medicine, would add immeasurably 
to our already crushing tax burden, would 
aggravate our severe public fiscal problems, 
and would entail other undesirable conse- 
quences.” 

In other testimony, the AFL-CIO again 
urged enactment of a Social Security health 
bill; the American Optometric Association 
and the International Chiropractors Asso- 
ciation urged that health benefits included 
in any bill include the services of osteo- 
paths and chiropractors, respectively. 

On another legislative proposal of in- 
terest to the medical profession — the 
Keogh-Simpson bill—a Senate debate was 
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scheduled this month. Senator Gordon Al- 
lott (R., Colo.) said in a Senate speech 
that “I believe that this legislation will 
have the overwhelming support of this 
body.” 


The bill, which would encourage retire- 
ment savings by the self-employed such as 
lawyers, small businessmen and physicians 
has already been approved by the House. 
The Senate bill, voted by the Senate Fi- 
nance Committee, would require participat- 
ing self-employed to establish retirement 
plans for their employees. 


In Memoriam 
Robert A. Matheson, M.D. 


Dr. Robert A. Matheson was born in Hoke 
County on January 12, 1898. He died at his home 
in Raeford, on April 24, 1960. 


He was graduated from the University of North 
Carolina. After studying medicine there for two 
years he enrolled at Jefferson Medical College 
where he was graduated in 1926. He served his in- 
ternship in Atlantic City, New Jersey, and was 
chief resident physician there for one year. He 
served in France during World War I and later 
was a major in the North Carolina Nationa] Guard. 
He was a member of the Raeford Methodist 
Church, the Raeford Kiwanis Club, and was a 
Shriner. 


He was a member of the Hoke County Medical 
Society, the Medical Society of the State of North 
Carolina, and the Southern Medical Association. 
He practiced medicine in Raeford from 1928 until 
his death. He was a family doctor in every sense 
of the word. He not only was friend, counselor and 
guide to his many patients, but was also highly 
esteemed by all his colleagues. 
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WH VALDACTONE' 


IN EDEMA 


Because it acts by regulating a basic physiologic imbalance, 
Aldactone possesses multiple therapeutic advantages in treating 
edema. 

Aldactone inactivates a crucial mechanism producing and 
maintaining edema —the effect of excessive activity of the 
potent salt-retaining hormone, aldosterone. This corrective ac- 
tion produces a satisfactory relief of edema even in conditions 
wiolly or partially refractory to other drugs. 

Also, Aldactone acts in a different manner and at a different 
site in the renal tubules than other drugs. This difference in 
action permits a true synergism with mercurial and thiazide 
diuretics, supplementing and potentiating their beneficial 
effects. 

Further, Aldactone minimizes the electrolyte upheaval often 
caused by mercurial and thiazide compounds. 

The accompanying graph shows a dramatic but by no means 
unusual instance of the effect of Aldactone in refractory edema. 

The usual adult dosage of Aldactone, brand of spironolactone, 
is 400 mg. daily. Complete dosage information is contained in 
Searle New Product Brochure No. 52. 

SUPPLIED: Aldactone is supplied as compression-coated 
yellow tablets of 100 mg. 
6.0. SEARLE «co., Chicago 80, Illinois. 


Research in the Service of Medicine. 


Mrs. L.S , Congestive Heart Failure 
fe | 


Aldactone 


acetazoleamide } | 
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as 400 mg./24 hes. 
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| 
KCI 3. gm./24 hes. lysine HCI 30 gm./24 hes. 

NH,CI 6 gm./24 brs. | prednisone 10 mg./24 hrs. 

hydrochlorothiazide 100 mg./24 hrs. 
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SENILE CONFUSION 


‘CEREBRAL 


azol TT* b.i.d. 


® Each Geroniazol TT tablet contains: 
Pentylenetetrazol ......300 mg. 
Nicotinic Acid .........150 mg. 


® Indications: Respiratory and circu- 
latory stimulant for the aged and 
debilitated patient with symptoms 
of mental confusion, depression or 
atherosclerotic psychosis. 


® Supplied: Bottles of 42 Tablets (3 
Therapy) Columbus 16, Ohio 
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whenever digitalis 7 
is indicated 


‘LANOXIN” 
0.25 meg. scored (white) 
green) 


% 
XXXI 

adaptability to the mam 
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RROUGHS WELLCOME & CO. U.S.A) Tuckahoe, NY. 
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XXXII 
WHEN 
THE PATIENT 
WITHOUT 
ORGANIC DISEASE | 
chronic constipation, 
flatulence, belching, 
intestinal atony, | 
| CONSIDER 


Your patient will often respond ‘promptly to Neocholan therapy. It greatly increases 5 the flow of 

thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 

nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 

Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 

normal peristalsis by restoring intestinal tone. 

rf M DIVISION OF ALLIED LABORATORIES, INC, 


Homatropine methylbromide 1.2 mg.; Phenobarbital 
8.0 mg. Supplied in botties of 100 tablet INDIANAPOLIS, INDIANA 
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ADSORBENT 


in all common diarrheas 


Trademark 


ANTIDIARRHEAL 


with pleasant raspberry flavor 


euses and speeds the return 
to normal bowel function — 


The comprehensive antidiarrheal formula of Pomalin brings positive relief to 
_ patients with specific and nonspecific diarrheas, bacillary dysentery, non- 
specific ulcerative colitis and enteric disturbances induced by antibiotics. 


Pectin and kaolin protect against mechanical irritation, adsorb toxins. and 

bacteria, and consolidate fluid stools. Sulfaguanidine concentrates antibac- 

terial action in the enteric tract. Opium tincture suppresses excessive peristalsis 
_ and reduces the defecation reflex. 


Each palatable 15 cc. (tablespoon) contains: 


Sulfaguanidine U.S.P. 2 Gm. 
Pectin N.F. 0.225 Gm. 
Kaolin 3Gm. 
Opium tincture U.S.P. 0.08 cc. 
(equivalent to 2 cc. of paregoric) 
Dosage 
; ADULTS: Initially 1 or 2 tablespoons CHILDREN: 12 teaspoon (2.5 cc.) per 15 
\ from four to six times daily, or 1 or 2 pounds of body weight every four hours 
| teaspoons after each loose bowel move- day and night until stools are reduced 
ment; reduce dosage as diarrhea sub- to five daily, then every eight hours for 
sides. three days. 


HOW SUPPLIED: Bottles of 16 fl. oz. Exempt narcotic. 
Available on prescription only. 
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for more normal living 
in angina pectoris 


Antora-B 


with 50 mg. Secobarbital 


Reduces incidence and 
Severity of attacks 


Continuous release Antora cap- 
sules give long, sustained therapeutic 


effect that reduces the number and ft | Effects sedation 

severity of attacks, lowers nitro-glyc- Cm - : 
without mental or 

Physical slow down 


erin requirements. 


With reduced fear of attack your pa- 
tient is encouraged to participate in 


activities to his allowed capacity. © A low dosage of 


Secobarbital is grad- 
ually released with 


Antora over a 10-12- 


Prescribe hour period to reduce 


the anxiety complex. 


ANTORA or ANTORA-B 


4 Antora-B aiso minimizes 
One continuous release capsule 

insomnia due to pain 
before breakfast and one before 
the evening meal provides 24- 
hour prophylactic effect. 


and shortness of 


breath on effort. 


Avaliable in bottles of and 
250 capsules. 


Mayrand 


PHARMACEUTICAL Ss Greensboro, North Carolina 
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for dryness and itching, prickly heat and rash 
intertrigo, insect bites, other summer skin discomforts 


in the 


1. Spoor, H. J.: 


N. Y. State 
J. Med., Oct. 


15, 1958 


SARDO acts promptly to help restore needed 
natural oil and moisture’ to dry, itchy skin, by 
helping to re-establish the normal lipid-aque- 
ous balance. Thus SARDO eases irritation, 
soothes, softens, brings sustained comfort. 


USED IN THE BATH, SARDO releases millions 
of microfine water-dispersible globules* to pro- 
vide an emollient suspension which enhances 
your other therapy ... in prickly heat, intertrigo, 


insect bites, skin dryness and itch of atopic der- 
matitis, eczematoid dermatitis, senile pruritus, 
soap dermatitis, etc.' 


Patients appreciate pleasant, convenient, easy- 
to-use SARDO. Non-sensitizing. Most economical. 
Bottles of 4, 8 and 16 oz. 


Write for Samples and literature... 


Sardeau Ine 75 East 55th Street 


New York 22, New York 
© 1959 *Patent Pending, T. M. 
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aspirin. 
inadequate 


Even in the more transient 
disorders, an anti-inflammatory effect _ 
more potent than that provided by aspirin 

often desirable to hasten recovery 
and get the patient back to work. 
By combining the anti-inflammatory 2 
action of prednisone and phenylbutazone, 
_Sterazolidin brings about exceptionally 
rapid resolution of inflammation with relief 
_ of symptoms and restoration of function. — 
Since Sterazolidin is effective in low 4 
dosage, the possibility of significant 
hypercortisonism, even in long-term 
therapy, is substantially reduced. 


dried aluminum hydroxide ge! 100 mg; magnesium ay 
trisificate 150 mg.; and homatropine 1.25 mg 
Bottles of 100 capsutes. 


Geigy. Ardstey, New York 
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Diagnostic 


Quandaries 


Colitis? 


Gall Bladder Disease? 


Chronic Appendicitis? 
Regional Enteritis ? 


Rheumatoid Arthritis? 


DISEASE that is frequently 

A overlooked in solving diag- 
nostic quandaries is amebiasis. 

Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.' 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by EL. histolytica. In 15 of 
these subjects, nine stool specimens were 


required to establish the diagnosis.” 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 

Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 


1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 
biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig 
of Treat. 6:1821 (Dec., 1955) 

2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955) 

3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. Ne. 2,864,745 


THE S.E. FVPSSENGILL COMPANY 


BRISTOL, TENNESSEE 


KANSAS CITY + SAN FRANCISCO 


NEW YORK . 
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increases bile 
stimulates .. 
the flow of bile — 
a natural bowel 

regulator 


improves motility 
DECcHOTYIL gently stimulates 
intestinal peristalsis 


© softens feces 


==" DECHOTYL expedites fluid 
penetration into bowel contents 


© emulsifies fats 
DEcHOTYL facilitates 
lipolysis — prevents 

inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


TRABLETS” 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient —naturally and gradually —to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 
Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AM ES 


COMPANY, INC 


Contraindications: Biliary tract obstruction; acute hepatitis. Elkhort + Indiona 
Toronto * Canada 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. 


*AMEs T.M. for trapezoid-shaped tablet. 64160 
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How to be 
Carefree 
Without 
Hardly 
Trying... 


It really takes a load off your mind. . . 


to know that you are protected from 
loss of income due to illness or accident! 


“Dr. Carefree” has no 30-day 
sick leave ...no Workmen’s 

_ Compensation... BUT he has a 
modern emergency INCOME PROTEC- 


TION PLAN with Mutual of Omaha. ‘> 
When he is totally disabled by accident or sickness covered by this plan, this plan 


will give him emergency income, free of Federal income tax, eliminating the night- 
mare caused by a long disability. 


Thousands of members of the Medical Profession are protected with Mutual of Oma- 
ee MEN’S PLAN, especially designed to meet the needs of the 
profession. 


If you do not already own a Mutual of Omaha INCOME PROTECTION PLAN, get in 
touch now with the nearest General Agent, listed below. You'll get full details, with- 


Mutual: 


OF OMAH 


Largest Exclusive Health and Accident Company in the World. 
G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


J. P. GILES, General Agent 
Asheville, N. C. 


XXXIX 
\ | 
| 
| 
| 
£ 
| 
| 
£3 
| 
Ri 
: out obligati 
ion. 
i 


NORTH CAROLINA MEDICAL JOURNAL 


no irritating crystals’: uniform concentration in each drop. 


STERILE OPHTHALMIC SOLUTION 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient's 
cul-de-sac or in his lashes. ... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.’’? 


1. Lippmann, O.: Arch. Ophth. §7:339, March 1957. 

2. Gordon, 0.M.: Am. J. Ophth. 46:740, November 1958. 
: 0.5% Sterile Ophthalmic Solution NEO- 

HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 

Ophthalmic Solution HYDELTRASOL®. In 5cc. and 2.5 cc 

dropper vials. Also available as 0.25% Ophthalmic 

Ointment NEO-HYDELTRASOL (with neomycin sulfate) 

and 0.25% Ophthalmic Ointment HYDELTRASOL. 

in 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 
SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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ADVERTISEMENTS 


For Your Personal Pension Plan 


The special features of the New England Life 
contract will serve you to advantage 


Recently we have run ads in this Journal and pointed out the new privileges to be 
available to you and other professional practitioners in the formation of individual 
retirement programs. We described the flexible change of plan clause in our policies, 
and the special techniques and contracts developed in connection with Corporate 
Pension Plans, pointing out that those features and services could well be applicable 
to you personally. 


The experience and services of our Company and Agency are available to you in con- 
nection with your personal life insurance and retirement programs, regardless of 
and independent of the Smathers, Keogh-Simpson Legislation that may be passed. 
Any retirement program you may now initiate through New England Life can be 
adapted through such legislation as may be passed in the future. 


Again we list below our Agency Associates whose knowledge and experience may 
serve you well. 


AGENCY ASSOCIATES 


ASHEVILLE HICKORY REIDSVILLE 
Henry E. Colton, C.L.U. O. Reid Lineberger James E, Everette 


CHARLOTTE STATESVILLE 


A. J. Beall 
Richard Cowhig HIGH POINT Tom White 


Calbert L. Dings Walter M. Bullock WILMINGTON 


T. Ed Thorsen, C.L.U. George P. Clark 
Meares Harriss, L.U. 


DURHAM 
hort, 
R. Kennon Taylor, Jr., C.L.U. 
RALEIGH 


BASTONIA John Cates 
Hugh F. Bryant Ryland Duke B. B. Plyler, Jr., C.L.U. 
WINSTON-SALEM 


GREENSBORO Carlyle Morris 
J. Meredith Moore Reid S. Towler, C.L.U. Kenneth W. Maust 


ARCHIE CARROLL, C.L.U., GENERAL AGENT 


NEW ENGLAND 


COMPANY THAT POUNDED wUTUAL LIFE 


612 Wachovia Bank Building Charlotte, N. C. 
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SAINT ALBANS 


PSYCHIATRIC 


(A Non-Profit Organization) 


Radford, Virginia 


STAFF 


James P. King, M. D., Director 
Daniel D. Chiles, M. D. William D. Keck, M. D. 
Clinical Director Edward W. Gamble, ill, M. D. 
James K. Morrow, M. D. J. William Giesen, M. D. 


Silas R. Beatty, M. D. Internist (Consultant) 


Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph. D. Administrator 
Artie L. Sturgeon, Ph. D. 


AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 

525 Bland St., Bluefield, W. Va. 109 E. Main Street, Beckley, W. Va. 
David M. Wayne, M. D. W. E. Wilkinson, M. D. 
Phone: DAvenport 5-9159 Phone: CLifford 3-8397 

Charleston Mental Health Center Norton Mental Health Clinic 


1119 Virginia St., E., Charleston, W. Va. Norton Community Hospital, Norton, Va. 
B. B. Young, M. D. Pierce D. Nelson, M. D. 
Phone: Dickens 6-7691 Phone: 218, Ext. 55 and 56 


TUCKER HOSPITAL, INc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. GEORGE S. FULTZ 


Dr. JAMES ASA SHIELD 


Dr. AMELIA G. Woop 


Dr. WEIR M. TUCKER 
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anorectic-ataractic 


meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets © ’ 


FOR THERAPY | Patronize 
OF OVERWEIGHT PATIENTS 


= d-amphetamine depresses appetite and 


elevates mood 


_=-meprobamate eases tensions of dieting Your 


(yet without overstimulation, insomnia or 
barbiturate hangover). 


Dosage: One tablet one-half to one hour before each meal. 


A LOGICAL COMBINATION 
IN 
APPETITE CONTROL 


Advertisers 


a good buy in 
public relations 


... place 
today’s health 
in your reception room 


Give your order to a member of your local Medical 
Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN * CHICAGO 10 
Please enter (1), or renew (J, my subscription for the 
FOR period checked below : 
‘PHYSICIANS, NAME 
= MEDICAL STUDENTS. INTERNS STREET. 
CITY. 


CREDIT WOMAN'S AUXILIARY OF ———_______.. COUNTY 


O4 YEARS... $4.00 YEARS... 95, $2.30 
YEARS...$9.50 $3.25 YEAR $1.50 


XLIII 

4 

4 

HEALTH MAGAZINE 
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HIGHLAND HOSPITAL, INC. 
Founded In 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke-University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, psy- 
chotherapy, occupational and recreational therapy—for nervous and mental disorde 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western North 
Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected case desiring non- 


resident care. 
R. CHARMAN CARROLL,M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 


Medical Director Associate Medical Director Clinical Director 


slogical 
combination: 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


= meprobamate plus 
5 Camphetamine.. . Suppresses 
2 appetite.. .elevates mood.. 


» wit 


2 reduces tension... without 
£ 

insomnia, overstimulation 
a 

m= or barbiturate hangover. 
anorectic-ataractic 
65 Haywood Street i Dosage: One tablet one-half to one hour before each meal. 
ASHEVILLE, North Carolina r=) 
P. O. Box 1716 Telephone 3-7616—3-7617 3 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological finenses, rest, convalescence, drug 
and alcohol habit 44, — 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 
facilities including electroencephalography and X-ray. 


Ww». Ray GrirFIn, Jr., M.D. Mark A. Grirrtn, Sr., M.D. 
ROBERT A. GRIFFIN, M.D. MARK A, GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


BRAWNER’S SANITARIUM, INC. 


(Established 1910) 
2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric Association 
and the Joint Committee on Accreditation 


JAS. N. BRAWNER, JR., M.D. 
Medical Director 


Phone HEmlock 5-4486 


? 

; 
Appalachian located i j i i 
ate. _ mple facilities for classification of patients, ms single or en suite. 
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How Turn Raise 
into Bonus 


Wishing won’t turn a $5 a week 
raise into a $1,000 bonus, but it’s 
easy to do. If you take that $5 
raise and put it into U. S. Savings 
Bonds you can buy a $25.00 Bond 
a month (cost $18.75) and have 
money left over. If you keep buy- 
ing one of these Bonds a month 
for 40 months you'll have your 


big bonus—Bonds worth $1,000 
at maturity. 

It’s a pretty smart idea to save 
a raise. It’s money you didn’t 
have before and shouldn’t miss. 
But, whether you’ve just gotten a 
raise, or not, why don’t you ask 
your employer to include you in 
the Payroll Savings Plan? 


Why U.S. Savings Bonds are such a 
good way to save. 


e Youcan save automatically with 
the Payroll Savings Plan « You 
now earn 334% interest to ma- 
turity « You invest without risk 
under U. S. Government guaran- 
tee « Your money can’t be lost 
or stolen ¢« You can get your 
money, with interest, anytime you 
want it e You save more than 
money; you help your Government 
pay for peace You can buy 
Bonds where you work or bank. 


EVEN IF YOUR 
BONDS ARE 
DESTROYED, YOUR 
MONEY IS SAFE. 


Your Bonds 
are recorded 
in your name 
at the Treas- 
ury. If any- 
thing happens to them the Gov- 
ernment replaces them free. 


YOU SAVE MORE THAN MONEY. You help save 
the things worth living for. Every Bond 
dollar helps keep America strong to pre- 
serve the peace. 


Every Savings Bond you own —old 
or new —earns 44% more than ever 
before when held to maturity. 


WHAT SHOULD HE DO ~ AN EXTRA $5 A WEEK? He can spend it, of 


course. But, if 


to have Bonds worth $1,000. 


he buys a $25.00 U. S. 
month for 40 months with his $5 a week raise, he is going 


Savings Bond each 


for their patriotic donation. 


The U. S. Government does not pay for this 
The Treasur: | Department thanks 


You Save More 
Than Money With 
U.S. Savings Bonds 


@ 


Advertising Council and this magazine 
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logical 
prescription for 
overweight patients 


anorectic-ataractic 


meprobamate 400 mg., with d-amphetamine sulfate 5mg., Tablets | 


meprobamate plus d-amphetamine... 
depresses appetite...elevates mood... 

eases tensions of dieting... without over- 

_ Stimulation, insomnia or barbiturate 
hangover. 


Dosage: One tablet one-half to one hour before each meal. 


Come to Mt. Pisgah and be tranquillized 
by nature. Rustic inn & cottages perched 
high on slope in National Forest near 
Asheville. Heavenly quiet. Cool. Over- 
looks glorious Great South View. Exhil- 
arating air, superb food. Refuge and 
restorative for tired doctors. May 1-Oct. 


31. 


Write 


PISGAH FOREST INN 
Condler, N. C. Rt. 1, Box 433 


Posture is arws 


YOU CAN GET FROM SLEEPING... 
THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 
Sealy Posturepedic 
keeps the spine 
level. Healthfully 
comfortable, it per- 
mits proper relaxa- 
tion of musculatory 
system and limbs. 
Exclusive “‘live-ac- 
tion” coils support 
curved, fleshy con- 
tours of the body, 
assuring relaxing 
rest that you know 
is basic to good ~ 
health ... and good 
posture. 


A Saggi Feel 
Mattress Better On A 
Cause This! Posturepedic 


So that you as a physician can 
judge the distinctive features of the 
Sealy Posturepedic mattress for 
yourself before you recommend it 
to your patients, Sealy offers a spe- 
cial Doctor’s Discount on this mat- 
tress and foundation, when pur- 
chased for your personal use. 


PROFESSIONAL 
DISCOUNT 


* $3900 
tate 


Please check preference 


SEALY MATTRESS COMPANY 
666 Lake Shore Drive, Chicago 11, lilinois 


RETAIL PROFESSIONAL 
Posturepedic Mattress each $79.50 gag “eS $60.00 
Posturepedic Foundation each $79.50 tax $60.00 
1 Full size ( ) 1 Twin size ( ) 2 Twin size ( ) 
Enclosed is my check and letterhead. 
Please send my Sealy Posturepedic Set(s) to: 
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in its completeness 


equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 


dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 


the diet is faulty, 
the appetite poor, 
or the loss of food 


is excessive 


through vomiting 
or diarrhea— 


lentine’ 
Valentine’s 
MEAT EXTRACT 
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stimulates the appetite, 
increases the flow of 
digestive juices, 
provides: supplementary 
amounts of vitamins, min 
and soluble proteins, 
extra-dietary vitamin 
protective quantities of 
tassium, in a palatable and 


readily assimilated form. 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 
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at diacrhea, 
Each pill is 
trointesti 


August, 1960 ADVERTISEMENTS 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M-D., President 
REX BLANKINSHIP, M.D., Medical Director 


loying modern diagnostic and treat- 

ploying 8 JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 

sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 

: MES K. HALL, JR., M.D., Associ 
and recreational therapy—for nervous 
: CHARLES A. PEACHEE, JR., M.S., Clinical 

and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


A LOGICAL ADJUNCT T0 THE 
WEIGHT. REDUCING REGIMEN 


Protection Against Loss of Income meprobamate plus d-amphetamine . 


from Accident & Sickness as Well as reduces appetite...elevates iY cae 
Hospital Expense Benefits for You and 
All Your Eligible Dependents 


tensions of dieting... without overstimula- 


: 
| tion, insomnia or barbiturate hangover. 


Att PHYSICIANS Dosage: One tablet one-half to one hour before each meal. | 
SURGEONS i 
DENTISTS anorectic-ataractic @ | 


COME Faroe 5 
PHYSICIANS CASUALTY & HEALTH BA Ai A EY 
ASSOCIATIONS 


OMAHA 31, NEBRASKA meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets 
’ 


Since 1902 CGetera) 


Jandsome Professional Appointment Book sent to 


you FREE upon request. “ . 
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Doctor 


MEDICAL-DENTAL CREDIT BUREAU 


514 Nissen Building 
P. O. Box 3136 
Winston-Salem, N. C. 
Phone PArk 4-8373 


MEDICAL-DENTAL CREDIT BUREAU 
715 Odd Fellows Building 


Raleigh, N. C. 
Phone TEmple 2-2066 


MEDICAL-DENTAL CREDIT BUREAU 
513 Security Bank Building 


High Point, N. C. 
Phone 3955 


MEDICAL-DENTAL CREDIT BUREAU 
A division of Carolina Business Services 
Room 10 Masonic Temple Building 


P. O. Box 924 
Wilmington, N. C. 
Phone ROger 3-5191 


IS the MARK of 


accounts receivable service. 


IS tke SYMBOL OF ASSURANCE OF ETHICAL 
public relations minded handling of your accounts 
receivable and collection problems. 


1§ the EMBLEM 0°f sound experience in SERVICE 


to the professional offices. 


complete 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


PROFESSIONAL 


MEDICAL-DENTAL CREDIT BUREAU 


212 West Street 
Greensboro, N. C. 
Phone BRoadway 3-8255 


MEDICAL-DENTAL CREDIT BUREAU 


220 East 5th Street 
Lumberton, N. C. 
Phone REdfield 9-3283 


MEDICAL-DENTAL CREDIT BUREAU, 


225 Hawthorne Lane 


Hawthorne Medical Center 


Charlotte, N. 
Phone FRanklin 7-1527 


INC. 


THE MEDICAL-DENTAL CREDIT BUREAU 
Westgate Regicnal Center 


Post Office Box 286 
Asheville, North 
Phone ALpine 3-7378 


For Prevention and Reversal of 


CARDIAC ARREST 


The Birtcher Mobile Cardiac Monitoring and Re- 


anesthesia 


suscitation Center* 


Cardiac Arrest is an ever present danger during 


Cardiac arrest can occur during an anesthesia, even to 
patients with no prior record of cardiac disease. Contin- 


uous monitoring of every patient can prevent most 
cardiac arrests by providing advance warning. For cases 


where the accident cannot be prevented, 


instruments to 


reverse the arrest and restore circulation should always 


be instantly available. 


*Comprised of the Birtcher Cardioscope, EEG Pre-Amplifier, 


Dual 


Trace Electronic Switch, Electrocardiograph, Defibrillator and Heart- 


706 TUCKER ST. 


pacer with all necessary attachments on a Mobile Stand as shown. 


Carolina Surgical Supply Company 


“The House of Friendly and Dependable Service”’ 
TEL: TEMPLE 3-8631 
RALEIGH, NORTH CAROLINA 
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CHOSEN BY MEDICAL 
SOCIETY OF THE STATE OF 
NORTH CAROLINA FOR 
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LIABILITY INSURANCE 


ERE IS A SAINT 


Head Office 

412 Addison Building 
Charlotte, North Carolina 
EDison 2-1633 


IN YOUR 
COMMUNITY. as CLOSE AS YOUR PHONE 


SERVICE OFFICE: RALEIGH, NORTH CAROLINA—-323 W. MORGAN ST. TEmple 4-7458 
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when pollens harry the unwary 


gives prompt, comprehensive relief 


In hay fever, BENADRYL provides simultaneous, 


dual contro] of allergic symptoms. Nasal congestion, 
lacrimation, sneezing, and related histamine reac- 
tions are effectively relieved by the antihistaminic 
action of BENADRYL. At the same time, its anti- 
spasmodic effect alleviates bronchial and gastro- 
intestinal spasms. This duality of action makes 
BENADRYL valuable throughout a wide range of 
allergic disorders. 

BENADRYL Hydrochloride (diphenhydramine hydrochloride, 
Parke-Davis) is available in a variety of forms including: Kap- 
seals,® 50 mg. each; Kapseals, 50 mg., with ephedrine sulfate, 
25 mg.; Capsules, 25 mg. each; Elixir, 10 mg. per 4 cc.; and for 
delayed action, Emplets,® 50 mg. each. For parenteral therapy, 


BENADRYL Hydrochloride Steri-Vials,® 10 mg. per cc.; and Am- 
poules, 50 mg. per ce. rei 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY « DETROIT 32, MICHIGAN 
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brand of sustained rel 


for the patient who is tense, 
irritable, frustrated by inability 


to stick to diet 
SMITH 
KLINE & 
FRENCH ...and for the patient who is listless, 
lethargic, depressed by reducing regimens: 


DEXEDRINE®? SPANSULE? 


brand of dextro amphetamine brand of sustained release 
sulfate 


Each ‘Dexamyl’ Spansule sustained release capsule (No. 2) contains ‘Dexedrine’ (brand of 
dextro amphetamine sulfate), 15 mg., and amobarbital, 1% gr. Each ‘Dexamyl’ Spansule cap- 
sule (No. 1) contains ‘Dexedrine’, 10 mg., and amobarbital, 1 gr. 

Each ‘Dexedrine’ Spansule sustained release capsule contains dextro amphetamine sulfate, 
5 mg., 10 mg., or 15 mg. 
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~ 
in overweight 
‘ brand of dextro amphetamine and amobarbital 
ease capsules 


